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ABSTRACT
A FEAR OF FALLING ILL AND OTHER ASPECTS
OF OBJECT RELATIONS AMONG OFFSPRING OF
DEPRESSED PARENTS
MAY 1996
CHRISTOPHER CHRISTIAN, B.A., INTER AMERICAN UNIVERSITY
OF PUERTO RICO
M . A
. ,
UNIVERSITY OF HARTFORD
Ph.D., UNIVERSITY OF MASSACHUSETTS AMHERST
Directed by: Professor Richard P. Halgin
It is not uncommon for offspring of depressed parents
to feel at increased risk for developing their parent '
s
disorder. In this study, I examined the ways in which a
fear of developing a parent's disorder speaks to aspects of
a person's quality of object relations. Sixty-two college
students were asked to provide information about themselves
and their parents. Participants took part in a group
administration of the Thematic Apperception Test, which was
scored for the quality of object relations using Westen's
(1985) Social Cognition and Object Relations Scale (SCORS)
.
Offspring of depressed parents perceived themselves to be at
increased risk for developing depression. This perceived
vulnerability relates to negative affect tone and poor
quality of emotional investment as measured by the SCORS.
Findings from this study point to the importance of
listening to the ways in which a fear of illness speaks to a
vi
person's internal representations. These findings are
discussed along with recommendations for future studies.
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CHAPTER I
INTRODUCTION
It is not uncommon among offspring of parents with
depression to feel at a higher than normal risk for
developing their parent's disorder. Occasionally, these
feelings of vulnerability manifest themselves in excessive
preoccupation with health and a chronic fear of illness, and
they may become the focus of clinical attention and
intervention. There are a number of ways to conceptualize
the psychological processes by which these fears come to
exist and how they affect a person's life. From a classical
psychoanalytic perspective, a fear of falling ill may be
understood as a conflict emerging from the oedipal period of
development, with the fear acting as an impending threat of
punishment for libidinal and patricidal wishes. This
approach casts the original conflict, as well as the defense
mechanisms mobilized to cope with it, in intrapsychic terms.
From an object relations perspective, a fear of falling ill
is less likely to be conceptualized as the representation of
inner conflicts between biological drives and social
prohibitions, and more likely to be understood as a clue to
a significant deficit in the early relationship with a
caretaker. Balint (1968) described this deficit as a basic
fault, which has neither the form of an instinct nor of a
conflict
.
1
According to some object relations theorists, during
the first years of life the child introjects aspects of the
mother as well as aspects of the relationship with the
mother. These internal representations may take different
forms and be expressed throughout life in a variety of
symbols
. In the case in which a mother is depressed during
these first years of the child's life, the child may
internalize a representation of the depressed mother and
live out, as an adult, a struggle with depression.
In this study, I explored the fear of falling ill from
a classical psychoanalytic perspective and from an object
relations position. I examined the .relationship between
maternal depression and the offspring's perception of
vulnerability for depression, the quality of his or her
object relations, and other measures of psychological
functioning
.
A Psychoanalytic Perspective
A fear of falling ill can be understood from a
psychoanalytic perspective as an unconscious wish for
illness. In An Outline of Psychoanalysis, Freud (1949)
described this wish as a need that the neurotic experiences
to be ill or to suffer. According to Freud, this "need to
be ill" arises from a sense of guilt bestowed by a super-
ego, which has become "particularly severe and cruel" (p.
59 ) in practice, Freud observed that no sooner had the
2
source of neurosis been removed when it was often supplanted
by another form of neurotic suffering, or perhaps by some
somatic illness.
Psychoanalytic theorists trace the emergence of this
'severe super-ego" to early childhood, when the child
experiences conflict between biological drives and parental
prohibitions. Stephen (1960) elaborated on this
psychoanalytic perspective and explained that during
childhood, organs that serve primary biological instincts
(nutrition, respiration, reproduction) are also the sources
of sensual pleasure through which emotional relations are
established. As the child matures, .he or she discovers
stimulation of the genitals as a source of sensual pleasure.
Conflicts arise when the craving for genital pleasure is
frustrated or blocked. A withholding of the source of
pleasure creates a state of tension in the child that is
soon associated with fear of retaliation from the object of
the child's hostility, which is usually the parent of the
opposite sex. At this juncture the child is also
experiencing the effects of his or her own projections.
Thus, hostile impulses toward the frustrating parent are
transformed into a fear of the parent hurting the child.
The fear is followed by rage and, ultimately, it is the
development of these hostile impulses that produce a need
for punishment and expiation. As Brenner (1974) pointed
3
out, the unconscious need for punishment need not be
connected with "actual misdeeds, and may as well be a
consequence of fantasies or wishes, whether conscious or
unconscious" (p. 123)
Rage, if expressed, may produce a discharge of the
mounting tension. However, if tension is not reduced,
either through pleasure or the expression of rage, the
tension may become intolerable and may be dealt with through
a neurotic solution, mainly repression. in this case,
symptoms may serve two other functions in addition to
superego punishment. First, symptoms may reinforce
repression. When the mouth, for example, is disturbed by
conflicts between sucking and biting, a disturbance of
appetite may result. When bowel movements are met with fear
of punishment, the child may develop gastrointestinal
difficulties. When the child experiences a wish to share
new found genital pleasures with the parent but fears
retaliation from the third person in the Oedipal triangle,
the child may block awareness of these organs as pleasure
sources. Ultimately, the way in which the child resolves
these early conflicts becomes prototypical for the
resolution of future conflicts. As these examples suggest,
then, psychogenic symptoms are produced by impulses that
have been dissociated from the rest of the self through
repression. During stressful periods of the person's life,
4
repression may threaten to give way, in which case the
person experiences anxiety. At this junction, the impulse
may be repressed further and overcompensation may occur.
Overcompensation for a repressed death wish may take the
form of excessive anxiety about the health of the person
concerned. The second function of symptoms is to allow
partially repressed impulses some kind of expression. Freud
believed that psychogenic symptoms often show some trace of
particular kinds of gratifications.
Classical psychoanalytic theory holds that emotional
conflicts reach the height of intolerable tension when one
of the instincts involved is sexual.. This is so because, of
the motivational systems, those relating to sex are one of
the most problematic and conflictual for society in Western
culture. Stephen (1960) contended that many psychogenic
fears relate to a fear of losing control and that the
instinct held in check by this fear usually has a sexual
element. Patients in analysis experience this fear when
their unconscious impulses are pushing hard against the
barrier of repression. According to Stephen "the dreaded
breakdown of control may be represented in consciousness as
a fear of orgasm itself, or, interchangeably, as a fear of
soiling, or wetting, or exploding, or having a fit, all of
which often represents orgasm in the unconscious" (Stephen,
1960, p. 68)
.
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In sum, a fear of falling ill can be understood as a
wish to fall ill, and the symptoms can serve two primary
functions. First, the symptom can serve as superego
punishment for hostile impulses that emanate from the
deprivation of gratification and second, symptoms can serve
an ego function of repression. Schafer (1983) has argued
for the importance of ascertaining the ways in which
symptoms are wishful activities, self
-punitive activities,
and defensive, organizing, and adaptive activities. Thereby
the analyst takes into account the multiple functions of
symptoms in respect to the id, superego, and ego
respectively.
This conceptualization of symptoms may be criticized as
being single-sided, for it does not address organic factors
and it is often the case that organic and psychogenic
factors are both at work. As Stephen (1960) pointed out,
however,
it is not so much a question of deciding in favor
of one and rejecting the other as of estimating
their relative importance in the particular case,
and from the point of view of treatment, deciding
which approach seems to hold out the best chance
of lasting cure. (p. 3)
Yet another fault may be found in the theory's
overemphasis on instinctual drives and conflicts stemming
from the Oedipal stage, while nearly ignoring the mother
child dyad.
6
A_Move Toward An Object Relations Explanat-inn
Classical psychoanalytic theorists focus on the
importance of conflicts and defenses, the Oedipus complex
and the centrality of the sexual drive in the development of
personality and neurosis. They see the gratification of
emerging biological needs as the individual
' s primary goal
.
The classical psychoanalytic perspective places the
individual in a closed system, where the conflicts that
emerge between unfolding biological predispositions and
external prohibitions are experienced most critically as an
intrapsychic struggle.
Although Freud's early work did not center on the
importance of object relations, his later writings set the
groundwork for what was to become object relations theory.
In Freud's early writings, infancy was marked by primary
narcissism, self -absorption, and lack of object relatedness.
In the last decade of his life, however, Freud focused his
attention upon object relationships and underscored the
importance of the loss of the object. Model (1990) pointed
out that the structural theory is at its core, a theory of
internalization that follows the loss of the object.
In Mourning and. Melancholia , Freud described, albeit
with a strong emphasis on the role of primary narcissism and
libidinal cathexes, a process of internalization. According
to Freud, a person faced with the challenge of having to
7
give up a love object establishes an identification of the
ego with the object: "Thus the shadow of the object fell
upon the ego" (Freud, 1917, p.158). in this way the loss of
the object is experienced as an internal loss. The
melancholic's self-abasement is the manifestation of the
^ate expended upon this new substitute-object. Freud (1917)
stated:
analysis of melancholia shows that the ego can
kill itself only when.... it can treat itself as an
object, when it is able to launch against itself
the animosity relating to an object, (p. 163)
This attack on an internalized object was recently
captured by a therapist working with an adolescent girl.
The girl, who had recently attempted suicide, was asked by
her therapist why she had tried to kill herself. The child
exclaimed "Kill myself? I was trying to kill her" pointing
to her mother.
Many theorists picked up where Freud left off. Thus,
by the early 1960s, theorists in England (Donald winnicott,
John Bowlby, Michael Balint) and in the United States
(Margaret Mahler and Edith Jacobson) began to conceptualize
the individual as an open system in which there was a
complex transaction between "the unfolding biological
predispositions of the child and the pattern of care
provided by caring agents" (Blatt & Ford, 1994, p. 4)
.
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Object relations theorists, in contrast to classical
psychoanalytic theorists, view relatedness as the primary
goal of the individual. These theorists hold that early
experiences work as a template for the conceptions that we
develop of ourselves and of others. To the extent that a
child has a "good enough" mother who can attend to his or
her needs with minimal frustration, the child will develop
an internal representation of self as one worthy of
attention, care, and nurturance, while also developing a
view of others as reliable and nurturing. Optimally, a
progressive differentiation of self and others occurs.
Alternately, when a caretaker is insufficient, deficient,
haphazard, grossly inconsistent, or merely "un-
understanding" or indifferent (Balint, 1968), the child may
experience a deficiency in his representations of self and
others
.
Fairbairn (1952), and later Kernberg (1975, 1984),
contended that the child, unable to maintain opposing views
of the mother, will develop good and bad representations of
her (e.g., mother who feeds me versus mother who neglects
me) . The child will internalize the "bad mother"
representation with the intent to control the negative
effects of bad parenting by taking the negating objects into
the self (Fairbairn, 1952)
.
This effort to control the
9
mother is at the expense of having to deal with the now
internalized version of mother.
Julia Knsteva (1989) expanded on Freud's work on
depression and melancholia with a focus on early separation
and loss. She explored how women experience loss in
inherently different ways than men. Men reclaim the mother
in another woman (in the case of heterosexual love)
,
whereas
women do not. According to Kristeva (1989), the first
necessary step towards autonomy is the loss of the mother.
The child develops a capacity to represent the mother that
protects him from anxiety when the mother is away. This
capacity is one of the hallmarks of human development
.
Piaget called this stage of development the stage of object
constancy. Kristeva, like Lacan, is fascinated with the
ways in which language and symbols facilitate this stage of
separation. As the child develops language, she begins a
process of relinquishing the mother. If she did not need to
separate from the mother, the child would not need to name
her. Thus, language starts with a negation of loss. The
child attempts to find mother again in signs, to recover her
in language. This search continues into adulthood, where
the adult is able to recover the object as an erotic one
(such as a lover) or transpose it by means of symbolic
efforts, finding her in art or in intellectual discourse.
10
Symptoms Considered from an Object Relations Ppr SpectivR
Other authors have addressed the functions that
symptoms serve from an object relations perspective. These
authors include Winnicott, McDougall, Bollas, and Modell and
will be discussed below. Although representing only a
handful of object relations theorists, these authors have
shed considerable light on the issue of symptomatization and
the usefulness that symptoms have for the patient.
Based on his clinical observations, Donald Winnicott
(1963) maintained that many patients express a fright of
some impending deterioration and he contended that this
"fear of breakdown" is related to the past. Winnicott
explained that the clinical fear of breakdown is a fear of a
deterioration that has already occurred. He stated that "it
is a fear of the original agony that caused the defense
organization which the patient displays as an illness
syndrome" (p. 90) . The patient continues to worry about
something that belongs in the past because when the deficit
occurred the ego was not mature enough to gather it into its
own present time experience; there were no words attached to
the deficit. Thus, the patient must go on looking for
something that has occurred but has not yet been experienced
or identified. In defense, he will organize a controlled
experience of a similar sort, be that emptiness, or death,
or non-existence. That which an immature ego was not able
11
to experience in the beginning is now compulsively sought
after and turns up as a state that is feared.
Following Winnicott's premise, a fear of becoming ill
may be a fear of experiencing an earlier state of agony due
to the parent 1 s incapacity to provide "good enough"
parenting. A person who experiences an early deficit, that
is, nothing happening when something might have happened,
has no way of remembering the absence. As Winnicott (1963)
indicated, "at the time the patient did not know what might
have happened, and could not experience anything except to
note that something might have happened" (p. 94) . This
state of "nothing happening" can be replaced, as the child
is able to, by the fear of illness, ignorant of the fact
that it is a state of affliction that has already
transpired
.
Joyce McDougall, a more contemporary psychoanalytic
theorist, also took a pre-oedipal perspective on the meaning
of symptoms . She traced the development of symptoms to the
early relationship between mother and child. Her basic
tenet is that the patient expresses through symptoms
(somatization) affect that he or she cannot contain or
express differently. McDougall explained that initially the
infant is cut off from affective expression. Often this is
the result of a breakdown in the early introjection of a
soothing and caretaking mother image with which to
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identify - a mother who can contain the child's emotional
arousal (Krystal, 1978a, 1978b) . Not having a mother who
can contain the child's affects predisposes the child to
difficulties in containing his or her own affect as an
adult
. Unable to tolerate his or her own conscious and
verbal expressions of affect predisposes the child to
express affect in non-verbal forms, such as through
somatization
.
McDouga.il pointed out that a key to psychosomatic
illness is found in the pre-symbolic
,
pre-verbal universe.
In the case of somatization "the psyche has done what it can
without words" (McDougall, 1989, p. 66) . Affectless ways of
experiencing and communicating delineate a psychosomatic
personality
.
Much of the work with psychosomatic patients lies in
helping them gain access to experiences at the level of
verbal thought, that is, helping them move beyond affect to
other forms of expression. For these patients, symptoms
have become the language with which they converse. Symptoms
are the mother tongue. The difficulty in working with these
patients is that this dialect embodied by symptoms
represents an important communicative link with the mother
and consequently is protected. A removal of the symptoms
threatens to empty the individual of what is believed to be
"vital for psychic survival, namely the maintenance of the
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illusion of fusional oneness with the archaic mother-image
of babyhood" (McDougall
, 1989, p. 41). The paradox is that
somatization, while providing a sense of fusion with the
mother, simultaneously provides a sense of separation from
her. According to McDougall, somatization provides a
confirmation to the person that she is "alive, living within
her own body, with its own limitations, and separate from
that of her mother's" (McDougall, 1989, p. 141)
.
McDougall was elaborating on Donald winnicott's
definition of what constitutes a transitional object.
Winnicott (1951) believed that the mother and baby are one
from the beginning and that the challenge for each is making
a satisfactory separation from each other. According to
Winnicott, a transitional object is something that is used
to represent a relationship, while also representing
something that facilitates the switch in identity within
that object-relationship (Padel, 1991) . In this sense,
symptoms can serve as a transitional object. They represent
fusion with the mother, while also representing the
transition to separation from her.
Other theorists from the British school of object
relations have explained the relationship as possessing a
transformation potential. Bollas (1987), also elaborating
on Winicott's ideas, for example, stated that the mother is
seen as the potential space for transformation. What the
14
adult wishes to do, according to Bollas (1987), is to return
to that early relationship with that transforming agent. it
stands to reason, from Bollas 's argument, that symptoms, by
virtue of being pre-verbal ways of communicating with the
mother, are a strong connection with that early relationship
and thus may represent the wish for an early fusion.
So far, it has been posited that a fear of illness can
unconsciously represent a wish for illness because of the
functions that symptoms serve (e.g., reinforcing repression,
^ “punishment ) or because of a relationship or a stage
therein that the symptoms now represent (Winnicott,
McDougall
,
Bollas)
. Arnold Modell also focused on early
childhood experiences to explain pathological development.
Modell has conceptualized illness and fear of illness as
story lines that a person has appropriated in her life. The
story line of what it is like to be an adult is often
provided by an important caretaker in one's life because,
normally, the child is reliant upon the parent's judgment of
the real world. Life motifs, such as "hard work pays off"
or "life is a valley of tears, " are often inherited.
Through a parent's life, the child learns what it is like to
be an adult. When a young man adopts his father's story
line, his parent's history becomes inseparable from his own.
As Modell stated, his parent's time past is transposed unto
the patient's present time. Freud talked about this notion
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in terms of borrowed cultural memories. A parent's disorder
may be an inherited story line of what it is like to be an
adult
.
According to Modell, symptoms can be a way of
alleviating anxiety that arises from the anticipation of
object loss. The illness assuages anxiety by preserving the
object, which has been internalized in the form of a
disorder
. This is a secondary gain of an illness and it
arises from an ego defense structure. Other defenses arise
from a superego defense structure, such as an attachment to
what Modell has called painful affect categories. The
affect categories represent a painful interaction with
members of the nuclear family. "It is as if the pain
represents the person, so that to give up the pain may be
experienced as an act of disloyalty" (Modell, 1990, p.113)
and such disloyalty can be expected to have superego
repercussions in the form of fear of punishment or fear of
an illness representing punishment.
Kristeva (1989) asserted that the important
developmental process of separating from the mother is akin
to relinquishing the mother or to a symbolic matricide. In
her view, the symbolic slaying of the mother, when stymied,
leads to depression.
The lesser or greater violence of matricidal drive,
depending on individuals and the milieu's tolerance,
entails when it is hindered, it's inversion on the
16
self; the maternal object having been introjected, thedepressive or melancholic putting to death of the selfis what follows, instead of matricide. In order toprotect mother, I will kill myself while knowing -phantasmatic and protective knowledge- that it comesfrom her, the death-bearing she-Gehenna.
. .Thus myhatred is safe and my matricidal guilt erased(Kristeva, 1989, p. 28)
Other Qbiect Relations Perspectives
One distinction between oedipal and pre-oedipal
understanding of a fear of illness is that the former
involves conflicts between wishes and prohibitions and the
latter involves a basic fault during the early relationship
in the mother-child dyad that affects the representations of
self and others. Many theorists have explained this basic
fault differently from within the object relations
tradition. According to Balint (1968)
,
for example,
children of dysfunctional families often internalize shame
as a basic fault in their sense of self throughout
childhood. Masterson (1976) noted that a mother who has
tremendous difficulties with separation issues will present
her child with barriers to separation-individuation in the
rapprochement stage. By rewarding the child's clinging
dependency and punishing age-appropriate striving towards
autonomy in the pre-oedipal years, the mother may produce a
child who has difficulty integrating object relational part-
unit.s into mature representations, leaving the child
vulnerable to abandonment depression.
17
Although there are substantially different explanations
for the origins of psychological disturbances, most object
relations theories point to the early child-mother
relationship as a critical period in the development of
personality development. There are a number of studies
examining the effects of parental psychopathology on
offspring and a brief review of this literature is provided
below
.
Depression Among Offspring of Depressed Parents :
Some Empirical Findings
A number of researchers have attempted to verify the
assumption, based on the theories of -Freud (1917) and of
Bowlby (1969, 1980), that depression in adults ensues from a
feeling of loss experienced during childhood. Many
researchers have focused on quantitative measures of loss
and have produced inconsistent findings (Crook & Elliot,
1980; Granville-Grossman, 1968; Lloyd, 1980; and Tennant,
Bebbington & Hurry, 1980) . Other researchers have examined
qualitative aspects of childhood experiences, such as the
patient's perception of parental rearing practices (Blatt,
Wein, & Chenron, 1979; Parker, 1979; Perris, Arrindell,
Perris et al
. ,
1986; and Perris, Jacobson et al . , 1980).
These authors argue that deficient rearing practices, and
not loss per se, are important risk factors associated with
depression in offspring.
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Perris and colleagues (1986) compared 141 patients who
had recovered from depression with 205 healthy controls and
found that, overall, those in the depressed sample reported
more negative and depriving rearing practices than those in
the control group. The authors asserted that their findings
"support the assumption that the love-depriving upbringing
might be an important psychological variable in the
background of depressive disorders" (Perris et al
. ,
1986, p.
172) . These findings cross -validate other findings that
stress the importance of "affectionless control" as a risk
factor for depression (Parker, 1983) . A limitation of the
study conducted by Perris et al
. ,
(1986) was that the
authors used patients' reports as the measure of early
childhood relationships. This raises the question of
possible distortions of early childhood memories that may
exist in adulthood. Nonetheless, the authors contended that
report biases are inconsequential to their findings because,
typically, patients who have recovered from depression, such
as those who participated in their study, have a tendency to
idealize rather than blame their parents.
It is reasonably well established that parental
depression, either in the mother or the father, is a risx
factor for affective disorders among offspring (Grigorioiu-
Serbanescu et al
. ,
1991; Hammen, Burge, Burney, & Adrian,
1990; Keller et al . , 1988; Ovaschel, 1990; Weissman, 1988;
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and weissman et al
. , 1987). The factors that influence the
risk for developing depression range from psychological to
psychosocial to biogenetic. Fendrich, Warner, and Weissman
(1990) examined a sample of 209 children from 65 depressed
and non-depressed families in an effort to distinguish
between the effects of parental psychopathology and other
family risk factors on psychopathology of offspring. The
authors found that family risk factors, such as marital
adjustment, parent-child discord, affectionless control, low
family cohesion, and parental divorce, were more prevalent
among families with a depressed parent than among families
without a depressed parent, thus lending support to a
psychosocial model of depression. When assessing the
relative importance of these risk factors, however, the
authors concluded that the parent's depression was
consistently more important as a predictor of major
depression in offspring than the other risk factors
examined. The authors stated that their findings provide
support for a distinct genetic pathway to depression in
children. Some limitations of this study included the non-
specificity of the assessment tools for determining family
risk factors, as well as the lack of distinction between
mother and father's depression.
Findings from other studies have also argued for a
genetic pathway to affective disorders. Klein, Clark,
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Dansky and Margolis (1988) examined whether there was a
familial relation between the presence of depression in
parents and the development of dysthymia among their
offspring. They compared the offspring of patients
diagnosed with unipolar depression with the offspring of
medical, non-psychiatric patients and found a higher level
of affective disorders among the children of depressed
parents. They asserted that this difference could not be
accounted for by the nonspecific effects of chronic parental
illness or repeated parental hospitalization but could be
accounted for by genetic influences.
Lee and Gotlib (1989) designed a study to test three
general hypotheses: (l) the depression-specificity
hypothesis, which predicted that child adjustment problems
would only be evident in children of depressed parents; (2)
the psychological distress hypothesis, which predicted that
child difficulties would be related to maternal
psychopathology and psychological distress in general, but
not to other types of medical problems; and (3) the general
disability hypothesis, which predicted that childhood
problems would be associated with maternal psychological as
well as physical disorders, and that therefore childhood
difficulties should be evident in all three groups (i.e.,
depressed mothers, mothers with psychological disorders
other than depression, mothers with a physical disorder)
.
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Using a sample of 75 mother-child dyads, the authors found
support for the general disability hypothesis. While
children of depressed mothers were the most impaired
children of the sample, there were no significant
differences between children of depressed and non-depressed
psychiatric patients, suggesting that adjustment is more
strongly related to the severity of parental impairment than
to the specific parental diagnostic status. In this study,
the authors concluded that deficits in the mother-child dyad
constituted a serious risk factor for depression among
offspring
.
Schema of Vulnerability and Invulnerability
More recently, a number of authors have taken a
cognitive approach to understanding risk for depression
among the offspring of depressed families. A schema-
perspective of vulnerability to depression is based on the
assumption that enduring mental constructs called schema,
which help the individual organize, interpret, and retrieve
information about the self, dispose the person to allot
significance to certain events and ignore others. Studies
have shown that these self -representations are based on
early childhood experiences with the mother. One study, for
instance, found that children's negative self-
representations are significantly correlated on several
dimensions with the child's perceptions of relatively
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negative maternal behaviors directed at the child and with
actual, observed criticism from the mother (Jaenicke,
Hammen, Zupan, Hiroto, Gordon, Adrian, & Burge, 1987)
Hammen and Goodman-Brown (1990) developed a cognitive
vulnerability study of depression in which they hypothesized
that depression results from the match between an area of
particular vulnerability to one's self
-representation and
the occurrence of negative life events in that domain. The
authors selected a sample of 64 children at high and low
risk for psychopathology (i.e., with or without a physically
or psychologically disabled mother) and examined the self-
schema domain for which these children were vulnerable. The
children were classified as attaching importance to a sense
of self in either the "interpersonal" or "achievement"
areas, based on recollections of recent personal events.
Both groups were followed for six months, assessing the
occurrence of stressful life events and symptoms. The
authors found a significant association between onset or
exacerbation of depression and the experience of stressors
relevant to the child's self -schema. Those children who
attached most importance to their sense of self in the
interpersonal domain experienced symptoms when they
encountered stressful life events in that domain and not
when they encountered stressful life events in the
achievement domain. The sample size of the depressed
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subgroup with achievement schema was too small to permit the
analysis of the predicted relationships in this area.
Nonetheless, results from this study supported the
hypothesis that mere presence of depression in the mother
does not in itself impart risk for depression. Instead, it
is the interaction between cognitive vulnerability, the
nature of life stressors, and the disorder in the parent
that constitute the risk for depression. The authors of
this study suggested that children of depressed parents are
particularly reactive to interpersonal events, especially if
they have been sensitized to them through early difficulties
in their relationships with their mothers.
In her work, Janof f -Bulman has explored the role that a
sense of invulnerability plays in trauma and recovery. She
proposes that people share three fundamental assumptions
about their world. These are that (1) the world is
benevolent, (2) the world is meaningful, and (3) the self is
worthy. These core assumptions originate in the early
experience of the infant with a significant care-taker and
they afford the person a sense of invulnerability, the
positive aspects of which are a view of the world as
predictable, safe and, consequently, meriting exploration.
Most people operate on the basis of a perceived
invulnerability (Janof f -Bulman & Frieze, 1983; and Janof
f
Bulman, Maden & Timko, 1983) . Traumas are events that
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shatter these core assumptions. They are "assaults on the
assumptive world." Janof f
-Bulman
' s research has shown that
victims of trauma have more negative assumptions than non-
victims, and that depression often follows the shattering of
these core assumptions.
Victims experience the loss of old, deep, positive
views of the world and themselves. This loss is
experienced primarily as depression, a common
psychological response in the aftermath of
victimization. (Janof f -Bulman, 1992, p.71)
Object Relations and Adult Psychopathology :
Empirical Findings
A major challenge for psychoanalysis, broadly speaking,
has been to show empirical support for its theoretical
constructs. As Westen (1990a) has asserted, there is a
"growing consensus in the psychoanalytic community that if
psychoanalysis is to survive as a theory and a therapy, it
must both generate and have contact with systematic
experimental research" (p. 44).
One major area of contemporary research in
psychoanalysis is the study of object relations (Westen,
1990a) . Westen and his colleagues have undertaken to test
basic tenets of object relations theory. in several
studies, for example, they tested the assumption that the
origin of severe psychopathology lies in early childhood.
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Results from these studies showed that early childhood
sexual abuse (Westen, et al
. , 1988) and a traumatic early
environment (Ludolph, Westen, Misle, Jackson, wixom, & Wiss,
1990; Westen, 1990b) could distinguish between adolescents
diagnosed with borderline personality disorder and a control
group
.
Object relations theorists also hold that the
relationship with the mother is critical to the development
of severe personality pathology such as borderline
personality disorder or narcissistic personality disorder.
In one study, Westen, Ludolph, Block, wixom, and wiss (1990)
examined a sample of in-patient adolescent females to
explore the relationship between object relations and
developmental history variables (such as parental
psychopathology, separations, neglect and abuse) . Object
relations was assessed using the Thematic Apperception Test
and developmental history was assessed by chart review.
Data from this study supported the contention that the
relationship with the mother was critical in the genesis of
object relational pathology: a number of maternal variables
predicted pathology in most or all dimensions of object
relations, notably maternal psychiatric illness, while the
relationship with the father was less predictive. The
object relational dimension that correlated with maternal
variables most strongly was the affect-tone of relationship
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paradigms, suggesting that "problematic mother-child
interaction leads to a more malevolent object world"
(Westen, Ludolph, Block, et al
.
,
1990, p. 684).
Another core assumption from object relations theory is
that there is a discontinuity between the preoedipal and
oedipal years, such that certain fundamental phenomena (such
as splitting, poorly integrated self -structure and
narcissism) are transcended by the oedipal period. Several
studies challenge this assumption by showing that object
relations continue to develop beyond adolescence (Westen,
1989; Westen, Klesper, Silverman, Ruffins, Lifton, &
Boekamp, 1991; and Westen, Ludolph, Lerner, et al
. ,
1990).
A defining feature of borderline personality disorder
(BPD) is the poor quality of object relations that stem from
troubled early childhood experiences. Several studies of
patients diagnosed with BPD have found that, indeed,
patients with BPD show a poorer quality of object relations
as measured by the Rorschach (Stuart, westen, Lohr,
Benjamin, Becker, Vorus, & Silk, 1990)
,
and the Thematic
Apperception Test (Westen, Lohr, Silk, Gold, & Kerber,
1990)
.
Furthermore, westen et al . (1991) found that
childhood abuse may contribute to adult borderline
personality disorder through impaired development of object
relations. Findings from this study suggest that the
malevolent expectations associated with the borderline
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incidence of earlydiagnosis may be linked more to the
sexual abuse than to the diagnosis per se.
One of the main difficulties encountered by object
relations researchers is how to measure the quality of
object relations retrospectively. Researchers have begun to
assess aspects of object relational pathology in borderline
patients using projective measures such as the Rorschach
(see Blatt, Brenneis, Schimeck, & Glick, 1976) and more
recently the Thematic Apperception Test. However, the TAT
has rarely been used systematically as a clinical instrument
for tapping into object relations. Westen (1991) believes
that the TAT is a particularly good test for assessing
object relations because
the human stimulus is unambiguously social, and
subjects are likely to provide enough detail in
describing characters and relationships as to
provide considerable access to cognitive and
affective-motivational patterns related to
interpersonal functioning in intimate
relationships, (p. 56)
Several studies have confirmed the effectiveness of the
TAT in tapping object relations. In one study, Westen,
Ludolph, Block, et al
. ,
(1990) found that the TAT scored for
the quality of object relations positively correlated with
developmental history obtained through chart reviews and
other sources. In another study, Westen, Lohr, et al . ,
(1990) compared borderline patients with depressed patients
and normals on TAT responses and found a significant
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difference between the groups. Patients with borderline
personality disorder showed a lower quality of object
relations than depressed subjects and those in a normal
control group. In all, there is growing support for the
usefulness of the TAT as a measure of the quality of object
relations
.
Purpose of Study
The present study used an object relations perspective
to revisit the fear of falling ill. The impetus for this
study was based on clinical and classroom observations that
the descendants of depressed parents often express a fear of
falling ill with their parent's disorder. The major tenet
of this study was that this fear represents deficits in the
early child/mother relationship. Although there is ample
evidence to conclude that offspring of depressed parents
are, indeed, at risk for depression, very few studies have
focused on how maternal depression may affect the
offspring's perceived risk for depression, and how this
perceived risk can provide significant clues to inner
representations of self and others. Many theoretical
perspectives lend themselves as explanatory models for the
link between fear of illness and childhood deficits, yet
there have been no studies to date examining this
relationship empirically. This study was designed to yield
information as to how and under which circumstances
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difficulties in early childhood affect the offspring's
perception of vulnerability.
Using an object relations perspective, the current
study examined personality characteristics of offspring of
depressed and non-depressed parents. Specifically, this
study compared a nonclinical sample of young adults who are
the children of depressed parents, with a sample of peers
with non-depressed parents. The following four hypotheses
were proposed:
Offspring of depressed parents would show greater
perceived vulnerability for depression and greater
symptoms than offspring of non-depressed parents. The
dependent measures were the Perceived Vulnerability
Inventory (PVI)
,
Symptom Check List -90 -Revised (SCL-90-
R)
,
State Trait Anxiety Inventory (STAI)
,
and Beck
Depression Inventory (BDI)
.
2. Offspring of depressed mothers would be more symptomatic
than offspring of non-depressed mothers. The dependent
measures were SCL-90-R, STAI, and BDI.
2a. Offspring of depressed mothers would be more
symptomatic than offspring of depressed fathers. The
dependent measures were SCL-90-R, STAI, and BDI.
3. Offspring of depressed mothers would show greater
deficits in the quality of their object relations than
offspring of non-depressed mothers. The dependent
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variable was the TAT scored for quality of object
relations using the Social Cognition and Object
Relations Scale (SCORS) developed by Drew Westen.
3a. Offspring of depressed mothers would show greater
deficits in the quality of their object relations than
offspring of depressed fathers
. The dependent variable
was the TAT scored for quality of object relations.
4. Offspring of depressed mothers who perceive themselves
to be at risk for developing depression would show
greater impairment in the quality of their object
relations than offspring of depressed mothers who do not
perceive themselves to be at risk. The dependent
variable was the TAT scored for quality of object
relations
4a. Offspring of depressed mothers who perceive
themselves to be at risk for developing depression would
show greater impairment in the quality of their object
relations than offspring of non-depressed mothers who
perceive themselves to be at equal risk. The dependent
variable was the TAT scored for quality of object
relations. Perception of risk was measured using the
PVI
.
These four hypotheses represented a general framework to
guide what was mostly an exploratory study of a fear of
falling ill. It was expected that findings from this study
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would suggest testable hypotheses for further research aimed
at deepening our understanding of the ways in which early
childhood experiences influence a person's perception of
being at risk and increase the person's proclivity to
symptom formation.
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CHAPTER II
METHOD
Participants
Sixty-two undergraduate psychology students were
recruited for the study using the research subject pool at
the University of Massachusetts, Amherst. Volunteers earned
extra credit that was applied to undergraduate psychology
courses
.
Measures and Test Administration
The Perceived Vulnerability Inventory
The Perceived Vulnerability Inventory (PVI) was
developed for the present study. This inventory (see
Appendix D) is a self-report measure that queried the
participants about the presence of depression in family
members. Participants were asked to rate the level of
distress that depression had caused the family member most
affected by the disorder. Depression was defined using DSM-
IV criteria and the level of disturbance was based on the
symptoms listed for depression in the DSM-IV. The PVI also
assessed several constructs that were thought to be related
to the development of feelings of vulnerability. These
included the participants ' s rating of the severity of the
disorder in the parent, the coping ability of the parent,
the type of treatment sought by the parent, an open-ended
question in which the participant was asked to elaborate on
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how the disorder affected him or her, as well as nine
questions that tapped the participant
' s perceived level of
iisk for developing the disorder. The entire survey could
be completed in twenty minutes
.
The Beck Depression Inventory
The Beck Depression Inventory (BDI
,
Beck, Rush, Shaw and
Emery, 1979) is a 21-item measure of severity of depression
in adolescents and adults. The BDI has a retest reliability
ranging from .48 to .86 among psychiatric patients and .60
to .90 among non-psychiatric patients. Validity of the BDI
has been determined in five areas: (l) content, (2)
discriminant, (3) construct, (4) concurrent, and (5)
factorial. Early studies showed moderate content validity
for the BDI when compared with DSM-III Affective Disorder
criteria, with the BDI reflecting only six of the nine DSM-
III criteria well. There are three criteria in the DSM-III
that are not tapped by the BDI; these are increased
appetite, increased sleep, and agitation. These areas were
intentionally omitted from the Inventory because they
occurred frequently in the non-depressed population, and/or
they were not considered appropriate for a self-report
instrument. In terms of discriminant validity, several
studies have indicated that the BDI differentiates between
psychiatric patients and non-psychiatric populations (Steer,
Beck & Garrison, 1985) , individuals with dysthymia and major
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depression (Steer, Beck, Brown, & Berchick, 1987), and
generalized anxiety disorder and major depression (Steer,
Beck, Riskind, & Brown, 1986)
. Construct validity of the
BDI was assessed correlating different variables of the
inventory with the construct of hopelessness, the Symptoms
Check List - 90
-R, and the Minnesota Multiphasic Personality
Inventory (MMPI) and results have shown statistically
significant positive correlations at the .05 level. More
recent studies have assessed concurrent validity of the BDI
comparing the BDI to clinical ratings of depression. A meta
analysis of such studies found a mean correlation of .60
(Beck, Steer, and Garbin, 1988)
.
The State-Trait Anxiety Inventory
The State Trait Anxiety Inventory (STAI, Spielberger,
Gorshuch, Lushene, 1970) is a 40 -item instrument designed to
assess the presence and severity of state and trait anxiety.
The STAI is a highly reliable measure. Test-retest measures
of Trait anxiety are .73 to .86 for college students and .65
to .75 for high school students. Given the transitory
nature of state anxiety, alpha coefficients were used to
test stability and results showed high internal consistency
for both sub-scales, with a median alpha coefficient above
.90 for State anxiety and median alpha coefficient for Trait
anxiety of .90. In sum, stability, as measured by test re-
test coefficients, is relatively high for the STAI trait
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anxiety and low for the State anxiety. The low test
-retest
coefficients for State anxiety are as they should be for a
measure that assesses changes in anxiety resulting from
situational stress.
The Symptom Check List - 90 -Revised
The Symptom Check List 90-Revised (SCL-90-R) is a 90-
item self-report symptom inventory designed to reflect
psychological symptom patterns of psychiatric and medical
patients (Derogatis, 1977) . Each item is rated on a five-
point scale of distress (0-4)
,
ranging from "not at all" to
"extremely"
. The inventory is scored and interpreted in
terms of 9 primary symptom dimensions: somatization,
obsessive-compulsive, interpersonal sensitivity, depression,
anxiety, hostility, phobic anxiety, paranoid ideation,
psychoticism, and three global indices of distress (Global
Symptom Index, Positive Symptom Index, and Positive Symptom
Total)
.
Factorial invariance, a measure analogous to
generalizability
,
has been tested for all nine symptom
dimensions across sex (Derogatis & Cleary, 1977) , and for
the first five symptom dimensions across social class and
psychiatric diagnosis (Derogatis, Lipman, Covi, 1973;
Derogatis, Rickels, & Rock, 1976) . There were high levels
of agreement between gender for eight of the nine symptoms
and moderate levels of agreement for the ninth. Among
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social class and psychiatric diagnosis, factorial invariance
has been demonstrated for the five dimensions tested.
Validation studies of the SCL-90-R have been conducted
correlating scores from the inventory with those obtained by
other measures purporting to tap the same construct, such as
the Minnesota Multiphasic Personality Inventory and the
Middlesex Hospital Questionnaire (MHQ)
. Validity of the
SCL-90-R was established using the MMPI and MHQ (Boleloucky
and Horvath, 1974; Derogatis, Rickels and Rock, 1976) . The
SCL-90-R has proven to be susceptible to change in a broad
variety of clinical and medical contexts, to change in
psychopharmacological treatment, and to stress -related
conditions (Carrington, Collings, Benson, Robinson, Wood,
Lehrer, Woolfoik, and Cole, 1980; Weissman, Slobetz,
Pursoff, Mezritz, & Howard, 1976; and Winokur, Rickels,
Greenblatt
,
Snyder & Schatz, 1980)
.
For an extensive review
of these and other validation studies, see Derogatis (1977)
and, more recently, Wilson, Taylor, & Robertson (1985)
.
The Thematic Apperception Test
The Thematic Apperception Test (TAT) has been used
traditionally as a means for assessing the "dominant drives,
emotions sentiments, complexes, and conflicts of a
personality" (Murray, 1943)
.
The test consists of nineteen
pictures printed on a white board and a blank card.
Typically, subjects are shown a subset of the pictures and
37
asked to make up as an elaborate story as they can,
including what led up to the events in the picture, what is
happening, what the characters are thinking and feeling, and
the outcome of the story.
Object relations was assessed using the Thematic
Apperception Test responses as scored using Westen's (1985b)
c linical scoring system. This scoring method of the TAT
assessed the following four dimensions of object relations:
(1) complexity of representation of people, (2) affect-tone
of relationship paradigms (the affective quality of the
object world, from malevolent to benevolent)
, (3) capacity
for emotional investment in relationships and moral
standards (need-gratifying orientation to the social world
versus investment in values, ideals, and committed
relationships)
,
and (4) understanding of social causality
(tendency to attribute cause of behaviors, thoughts, and
emotions in a complex, accurate, and psychologically-minded
way) . Each of these dimensions was assessed using a 5-point
Likert scale (Level 1 representing the lowest level
response, and Level 5 the highest)
,
following procedures are
detailed in a scoring manual that includes methods of
establishing scorer reliability (Westen, 1985b) . A total of
eight cards from the TAT were used for this study: cards 1,
4, 5, 6BM, 6GF , 7GF , 8BM, and 12F. (See Appendix E for a
description of these cards) . These cards were selected
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based on their potential for eliciting information about
relationships. All but one card, card 1, represented two or
more characters in the picture.
Validity studies of Westen's measure of object relations
from TAT responses are supportive. The TAT measures
correlated significantly with other measures that were
devised to be used with interview data, such as
psychotherapy transcripts and research interviews (Barrends,
Westen, Leigh, Silbert, & Byers, 1990; and Leigh, Westen,
Barrends, & Mendel, 1989) . Researchers have also found
significant correlations between the four scales and other
validated instruments. For example, Blatt, Wein and Chevron
(1979) developed a measure of complexity of parental
representations and the affective quality of these
representations as deduced from the descriptions that
participants provide of significant others. The four scales
from the SCORS correlated with Blatt, Wein and Chevron's
measures. The 4 scales from the SCORS have also predicted
social adjustment as measured by Weissman's Social
Adjustment Scale in both clinical and non-clinical samples
(Westen, Lohr, Silk, Gold, Kerber, 1990) . Discriminant
validity was tested by Westen, Ludolph, Silk, Kellam, Gold,
and Lohr (1990)
,
who found that the TAT distinguished
between borderline adolescents, psychiatric, and normal
comparison subjects on the four SCORS scales. Two studies
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found developmental differences between second and fifth
graders and between early and late adolescents (Westen,
Ludolph, Lerner, Ruffins, & Wiss, 1990) . Internal
consistency has varied depending on the number of TAT
responses and between subject variance, with a Cronbach's
alpha ranging between .59 to .77 in clinical samples using
five to seven cards (Westen, Lohr, Silk, Gold, and Kerber,
1990) .
Procedure
Testing was conducted in a large classroom equipped with
seats and desks, a projection screen, and an overhead
projector. All participants were told that the purpose of
this study was to examine if and how certain disorders have
affected a family member, how the participant perceives
these disorders, and how this perception has affected him or
her. The experimenter read aloud the Informed Consent (see
Appendix A) and asked participants to sign the form if they
aqreed. Participants then completed a group administration
of the TAT during which eight cards from the test were
projected onto the screen for a period of five minutes per
card. Participants were asked to write their responses on a
TAT Story Form (see Appendix B) . Before presenting the
first card, the experimenter read aloud the following
.instructions
:
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Make up as dramatic a story as you can for eachpicture. Write what led up to the event, describe
what is happening at the moment, what the characters
are feeling and thinking; and then give the outcome.Write your thoughts as they come to your mind. Youhave five minutes for each picture.
The participants were reminded of the instructions
orally in addition to having a written prompt at the top of
each response form that read: State (l) what led up to it,
(2) what is happening, (3) what the characters are feeling
and thinking, (4) the outcome.
Following the administration of the TAT, the
participants were given the following test battery: (l) the
SCL-90-R, (2) the BDI
, (3) the STAI , and (4) the Perceived
Vulnerability Inventory. Total test 'administration took
approximately one and one half hours.
Upon completion of the test battery, participants were
debriefed (see Appendix C) and asked to complete the
experimental credit forms. The experimenter assessed the
presence of any discomfort associated with the experiment.
None of the participants reported any residual distress.
Scoring Procedure
Eight TAT cards per participant were coded using the
Social Cognition and Object Relations Scale (SCORS)
developed by Westen (1985b) . This scale, as indicated
above, measures four aspects of object relations: (l)
complexity of representations of people, (2) affect tone of
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relationships, (3) capacity for emotional investment in
relationships and morals, and (4) understanding of social
causality. Each scale has five levels, with Level l
representing the lowest level response and Level 5
representing the highest. A brief synopsis of the measures
is presented in Appendix F.
The author and a research assistant coded the TAT
responses after having received training using Westen's
coding manual
. The coder and the author scored practice
reliability protocols prior to scoring the actual protocols
of the study to establish interrater reliability.
Interrater reliability on the practice protocols were as
follows: Complexity of representations, .83; affect tone,
.91; emotional investment, .77; and social causality, .91.
Statistical Analyses
Coding and Interrater Reliability
TAT responses were coded by two raters, the author and a
research assistant. The author coded approximately half of
the stories collected from the participants (n=32) and the
research assistant coded the other half (n=30)
.
The
protocols of ten randomly selected participants were then
coded by both raters and reliability was computed using
Pearson r. Reliabilities were as follows: complexity of
representation .83, affect tone .72, emotional investment
.70, and social causality .61. The scores for social
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causality showed the lowest level of agreement. In 86% of
i.he cases, scores for social causality were within one score
apart from each other. Only eleven of the eighty responses
(14%) differed by more than one score.
Correlations were calculated to determine the
relationship between the subscales of the SCORS (see Table
1) . None of the correlations approached 1.00, suggesting
that each scales measured different aspects of object
relations and provided non-redundant information.
Table 1
Correlational matrix of object relations sub-scales (N=62)
Complexi ty Affect Emotion Soc i a
l
Complexity of
Representations 1.00 -.30 -.04 .64
Affect Tone -.29 1.00 .77 -.05
Emotional
Investment -.04 .77 1.00 .06
Social Causality .64 -.05 .06 1.00
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CHAPTER III
RESULTS
Sixty-two, first year college students participated in
the study, 48 females and 14 males. The average age of the
participants was 19.8 (SD 1.15).
Participants completed the Perceived Vulnerability
Inventory (PVI)
. Of the sixty-two participants, thirty
participants (48%) reported having a depressed parent.
Table 2 contains information that the participants provided
about their parent's depression. Of the participants who
had a depressed parent, 10 participants identified their
mother as depressed (33%)
,
5 participants identified their
father as depressed (17%)
,
and 15 participants identified
both parents as depressed (50%)
.
Both parents were more
likely to be reported as depressed when father was depressed
than when mother was depressed. Thus, of the 15
participants who initially indicated that both parents were
depressed, only 4 (26%) indicated that the mother was the
more depressed of the two parents, whereas 11 (73%)
indicated that the father was the more depressed of the two.
According to participants, fathers tended to become
depressed at an older age than did mothers. The average age
at which the fathers became depressed was 44.83 (SD 5.68),
whereas for the mothers it was 39.28 (SD 7.97)
.
Fathers
were more likely to be reported as currently suffering from
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depression (n=4, 25%) than mothers (n=2, 14%). Fathers
(n=13, 81%) were more likely than mothers (n=9, 64%) to have
received some kind of treatment for depression. Fathers
were more likely to have received inpatient treatment (n=5,
31%) than mothers (n=0)
. When mothers received treatment,
it was more likely to have been outpatient treatment.
Mothers were more likely to have received outpatient
treatment (n=9, 64%) than fathers (n=8, 50%)
.
Table 2
Information about depressed parents as indicated by
participants completing the PVI
Depressed Mother Depressed Father Total
n=14 n=16 N=30
Currently
depressed 2 (14.0%) 4 (25.0%) 6 (20.0%)
Meeting 5 DSM-IV
symptoms or more
for major
depression 8 (57.0%) 8 (50.0%) 16 (53.0%)
Coped with
depression with:
No difficulties 1 ( 7.1%) 0 ( 0.0%) 1 ( 1.6%)
Minor diff. 4 (28.6%) 3 (18.8%) 7 (11.3%)
Some di f f
.
2 (14.3%) 3 (18.8%) 5 ( 8.1%)
Serious diff. 7 (50.0%) 10 (62.5%) 17 (27.4%)
Received
inpatient Tx 0 ( 0%) 5 (31.0%) 5 (16.0%)
Received
outpatient Tx 9 (64.0%) 8 (50.0%) 17 (57.0%)
Information about each participant's experience of risk
for depression and his or her experience with a parent's
depression was also collected using the PVI (see Table 3)
.
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Slightly more than a quarter of all participants, regardless
of whether they had a depressed parent or not, (n=l7, 27%)
,
indicated that they almost always (n=10, 16.1%) or always
(n=7, 11.3%) have felt at risk for developing depression.
Nearly a quarter of all participants (n=14, 23%) indicated
that they agreed (n=ll, 18%) or strongly agreed (n=3, 5%)
with the statement that they will develop depression.
Offspring of depressed parents were more likely (n=i5,
50%) than those of non-depressed parents (n=2, 6%) to
indicate that they almost always (n=8, 26.6%) or always
(n=7, 23.3%) felt at risk for developing depression. More
than one third of the participants who had a depressed
parent (n=l2, 40%) indicated that they agreed (n=9, 30%) or
strongly agreed (n=3, 10%) with the statement that they will
develop depression, compared to only 6% (n=2) of the
participants who did not have a depressed parent.
46
Table 3
Participants' experience of risk for depression
Depressed Depressed Depressed Non-
Mother Father Parents Depressed Total
Parent
n=14 n=16 n=30 n=32 N=62
Perceived Risk
Never 2 (14.3%) 0 ( 0.0%) ! 2 ( 6.6%) 7 (21.8%) 9 (14.5%)Almost never 2 (14.3%) 1 ( 6.3%) ! 3 (10.0%) 12 (37.5%) 15 (24.2%)Somet i mes 3 (21.4%) 6 (37.5%) | 9 (30.0%) 9 (28.1%) 18 (29.0%)
Almost always 2 (14.3%) 6 (37.5%)
!
8 (26.6%) 2 ( 6.2%) 10 (16.1%)Always 5 (35.7%) 2 (12.5%)
j
7 (23.3%) 0 ( 0.0%) 7 (11.3%)
"1 will develop
depression"
Strongly
disagree 4 (28.6%) 0 ( 0.0%)
|
4 (13.0%) 9 (28.1%) 13 (21.0%)
Disagree 2 (14.3%) 4 (25%. 0) i 6 (20.0%) 10 (21.2%) 16 (25.8%)
Neutral 2 (14.3%) 6 (37.5%) ! 8 (26.0%) 6 (18.7%) 14 (22.6%)
Agree 3 (21.0%) 6 (37.5%) 9 (30.0%) 2 ( 6.0%) 11 (18.0%)
Strongly agree 3 (21.0%) 0 ( 0.0%) | 3 (10.0%) 0 ( 0.0%) 3 ( 5.0%)
Number of Ss
1
rating this
variable as most
important:
Stressors 8 (57.0%) 10(62.0%) | 18 (60.0%) 15 (47.0%) 33 (53.0%)
Personal i ty 7 (50.0%) 9 (56.0%) | 16 (53.0%) 9 (28.0%) 25 (40.0%)
Genetics 5 (36.0%) 9 (56.0%)
j
15 (50.0%) 2 ( 6.0%) 17 (27.0%)
Si mi lari ty 4 (28.0%) 8 (50.0%) • 12 (40.0%) 0 ( 0.0%) 12 (19.0%)
Participants were asked to rate each of six reasons for
why they thought they might develop depression. The rating
scale for each reason ranged from "Not significant at all"
to "Remarkably significant." The reasons why participants
believed that they were at risk for depression differed
depending on whether the participants had a depressed parent
or not. Participants who did not have a depressed parent,
for instance, indicated that the most important reason why
they might develop depression was because of stressors in
their life (n-15, 47%), followed by something about their
own personality (n=9, 28%), followed by genetic
predisposition (n=2, 6%)
.
Participants who had a depressed
Par®nt , on the other hand, had a different distribution of
answers. More than half (n=18, 60%) of the participants
with a depressed parent indicated that stressors in their
life were a significant reason why they might develop
depression. Their own personality was the second most
important reason (n=16, 53%)
.
Nearly five times as many
participants who had a depressed parent, compared to those
who did not, believed that genetic predisposition was a
significant reason why they might develop depression (n=l5,
50%)
.
Nearly half (n=l2, 40%) of the offspring of depressed
parents believed that a similarity between their personality
and that of the depressed parent was an important reason why
they might develop depression.
The participants’ experience of having a depressed
parent is reported on Table 4 . The average age of
participants when the parents were depressed was 12.03 (SD
4.56). More than half of the 30 participants (n=l6, 53%)
indicated that they were markedly (n=6, 20%) to severely
affected (n=10, 33%) by the parent's depression. A chi-
square was calculated to determine the relationship between
the degree to which the offspring was affected by a parent's
depression and the gender of the parent. The chi-square
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(DF=3 ) =8.21, p < .05, indicated that there was a
significant relationship between which parent was depressed
and how much the participant was affected by the parent's
depression. Offspring of depressed mothers were nearly two
times more likely to report having been severely affected by
their parents' depression than those of depressed fathers.
Table 4
Participants' experience of parents' depression
Depressed Depressed
Mother Father Total
n=14 n=16 n=30
Age of S when parent
1
1
1
became depressed: 11
1
Less than 5 4 (28%) 0 ( 0%)
j
4 (13%)
5 to 10 3 (21%) 4 (25%)
|
7 (23%)
11 or more 7 (50%) 3 (19%)
j
10 (33%)
How were you
1
1
affected: 1
1
Very little 4 (28%) 1 ( 6%) ! 5 (16%)
Moderately 4 (28%) 5 (31%) j 9 (30%)
Markedly 0 ( 0%) 6 (37%)
J
6 (20%)
Severely 6 (43%) 4 (25%)
j
10 (33%)
Hypothesis #1
It was hypothesized that offspring of depressed parents
would show greater psychological symptoms than offspring of
non-depressed parents. The two groups were compared on the
Symptom Checklist-90 -Revised (SCL-90-R) . 1 See Table 5.
Scores were compared using multivariate analysis of variance
1 Using adolescent norms for the SCL-90-R.
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(MANOVA)
. There was a significant effect for groups, F
(1,51) = 1.11, p < 0.01. Data were then analyzed using
analysis of variance (ANOVA)
. As predicted, offspring of
depressed parents were significantly more likely than
offspring of non-depressed parents to report psychological
symptoms, such as signs of obsessive compulsiveness,
interpersonal sensitivity, anxiety, hostility, phobic
anxiety, paranoid ideation and psychoticism. The two groups
differed significantly on the three indices of
symptomatology: the Global Symptom Index, Positive Symptom
Index, and the Positive Symptom Total. It is important to
note that while there were statistically significant
differences between the two groups, both groups were close
to the mean and did not show signs of severe
psychopathology. The lack of severe psychopathology may be
attributed to the non-clinical population from which
participants were drawn. Only a small number of
participants scored two standard deviations from the mean
(i.e., a T-score above 70) on the SCL-90-R.
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Table 5
Comparison of symptomatology between offspring of depressedparents and offspring of non-depressed parents as measured
using the SCL-90-R (T-scores)
Depressed Non-Depressed
Parent Parent
(n=30) (n=32)
SYMPTOMATOLOGY Mean SD Mean SD F Sig-
SCL-90-R
Somatization 51.90 11.21 46.72 10.93 2.79 .101
Obsess i ve- compu l s i ve 53.20 12.37 45.37 9.46 5.12 .028*
Interpersonal Sens. 53.36 13.66 44.31 10.13 8.84 .004*
Depress i on 54.60 13.73 48.87 9.05 7.74 .104
Anxiety 55.96 13.25 44.50 9.29 11.04 .002*
Hosti l i ty 52.53 11.61 45.03 8.08 6.20 .016*
Phobic Anxiety 51.30 11.66 41.78 4.07 17.78 .000*
Paranoid Ideation 53.36 14.61 45.00 9.43 7.84 .007*
Psychoticism 52.30 12.13 43.72 8.96 6.75 .012*
1
Global Symptom Index 53.76 14.30 44.18 10.36 7.23 .010*
• 1
Positive Symptom Index 54.26 11.81 46.32 10.64 7.53 .008*
i
Positive Symptom Total 52.03 12.65 44.97 8.95 5.55 .022*
F (1,51) = 1.11, p < .001.
* Significant at the .05 level or lower.
Not included in the MANOVA
Table 6 reports on other measures of depression (as
collected using the BDI) and anxiety (as collected using the
STAI ) as well as on a measure of perception of risk for
depression (as collected using the PVI)
.
Offspring of
depressed parents were significantly more likely to be
experiencing depression and anxiety as well as a perception
of risk for developing depression than offspring of non-
depressed parents.
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Table 6
Comparison of symptomatology and perception of risk, between
offspring of depressed parents and offspring of non-
depressed parents as measured using the STAI
,
BDI
,
and PVI
Depressed Non-Depressed
(n=30) (n=32)
SYMPTOMATOLOGY Mean SD Mean SD F Sig.
Beck Depression
Inventory 12.86 10.96 7.68 4.98 4.73 .034*
STAI
State 44.80 13.37 35.06 9.26 10.75 .002*
Trait 46.34 14.22 37.16 10.62 9.47 .003*
Perceived
Vulnerabi l i ty 6.78 6.46 -0.11 4.59 18.70 .000*
F (1,51) =1.11, p < .001.
* Significant at the .05 level or lower
Possible range: -8 to 20
Hypothesis #2
It was hypothesized that offspring of depressed mothers
would be more symptomatic than offspring of depressed
fathers. Scores obtained from the SCL-90-R, (see Table 7)
and the STAI and BDI (see Table 8) were entered into a
MANOVA as the dependent variables. The MANOVA comparing the
two groups was not significant, F (1,25) = .68, p > 0.05.
Participants with a depressed mother were not significantly
different from participants with a depressed father on
measures of depression, anxiety or other symptoms of
psychopathology as well as on their level of perceived risk
for developing depression (see Table 8)
.
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Table 7
Comparison of symptomatology between offspring of depressed
fathers and offspring of depressed mothers as measured using
the SCL-90-R (T-scores)
Depressed Depressed
Mothers Fathers
(n=14) (n=16)
SYMPTOMATOLOGY Mean SD Mean SD F Sig.
SCL-90-R
Somatization 52.00 13.12 51.81 9.68 .07 .931
Obsess i ve- compu l s i ve 50.78 14.38 55.31 10.32 1.44 .240
Interpersonal Sens. 51.07 14.24 55.37 13.26 .41 .526
Depression 52.86 16.19 56.12 11.51 .65 .428
Anxiety 55.93 15.31 56.00 11.69 .05 .831
Hosti lity 51.50 12.98 53.44 10.63 .34 .565
Phobic Anxiety 51.93 12.02 50.75 11.71 .29 .591
Paranoid Ideation 49.86 13.93 56.44 14.95 1.22 .280
Psychoticism 50.93 11.88 53.50 12.61 .36 .555
1
Global Symptom Index 52.07 16.30 55.25 12.67 .46 .505
Positive Symptom Index 4.13 13.17 54.37 10.93 .03 .854
i
Positive Symptom Total 50.28 15.11 53.56 10.30 .57 .455
F (1,25) =0.68, p > .05.
* Significant at the .05 level or less.
Not included in the MANOVA.
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Table 8
Comparison of symptomatology and perception of risk between
offspring of depressed fathers and offspring of depressed
mothers as measured using the BDI, STAI
,
and the PVI
Depressed Depressed
Mothers Fathers
(n=14) (n=16)
SYMPTOMATOLOGY Mean SD Mean SD F Sig.
Beck Depression
Inventory
11.50 9.44 14.06 12.06 .18 .671
STAI
State 44.14 12.47 43.37 14.49 .03 .853
T rai t 45.71 16.06 46.93 12.83 .22 .638
Perceived
Vulnerabi l ity 5.61 8.30 7.80 4.36 .56 .462
F (1,25) =0.68, p > .05.
Possible range: -8 to 20
Hypothesis #3
It was hypothesized that offspring of depressed parents
would manifest greater deficits in the quality of their
object relations than offspring of non-depressed parents.
The four dimensions of object relations (complexity of
representation, emotional investment, affect tone, and
social causality) were used as the dependent variables and
entered into a MANOVA (see Table 9) . No significant
difference was found between the two groups, F (1,60) =
.061, p > 0.05. Offspring of depressed parents tended to
score higher than offspring of non-depressed parents on
complexity of representation and lower on affect tone,
emotional investment, and social causality. However,
54
because the groups were so similar to each other, it is not
possible to draw any conclusions about these differences.
Table 9
Comparison of object relations (as measured using SCORS)
between offspring of depressed parents and offspring of non-
depressed parents
Depressed Non-Depressed
Parents Parents
(n=30) (n=32)
VARIABLE Mean SD Mean SD F Sig.
Complexity of
Representation 2.72 .55 2.60 .47 .829 .366
Emotional
I nvestment 2.43 .56 2.49 .61 .193 .662
Affect Tone 2.75 .78 2.89 .62 .609 .438
Social
Causal i ty 2.67 .61 2.76 .42 .462 .499
F (1,60) = .061, p > .05.
Possible range for each variable is 1-5
A second MANOVA using pathological responses (i.e., Level
1 responses to the cards) as the dependent measures, showed
no significant effect, F (1,60) = .08, p > .05. See Table
10. In this analysis, the largest difference between the
two groups was observed in the ratio of pathological
responses for affect tone. Offspring of depressed parents
(x=13.33, SD 20.48) had a higher ratio of pathological
responses in affect tone than offspring of non-depressed
parents (x=7.42, SD 12.64). These differences were not
statistically significant. Thus, offspring of depressed
parents did not show significant deficits in the quality of
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their object relations in comparison to offspring of non-
depressed parents.
Table 10
Comparison of object relations between offspring of
depressed parents and offspring of non-depressed parents as
measured using percent of pathological responses from the
SCORS
Depressed Non-Depressed
Parents Parents
(n=30) <n=32)
% Pathological
Responses
Mean SD Mean SD F Sig.
Complexity of
Representation 2.08 5.76 3.91 6.69 1.313 .256
Emotional
Investment 17.08 23.09 18.36 22.22 .049 .825
Affect Tone 13.33 20.48 7.42 12.64 1.896 .174
Soc i a
l
Causal i ty 1.25 5.03 2.73 6.91 .924 .340
F (1,60) = .08, p > .05.
Hypothesis #4
It was hypothesized that offspring of depressed mothers
would differ significantly from offspring of depressed
fathers with regard to the quality of their object relations
(see Table ll) . This hypothesis was tested using two
measures of the quality of object relations: 1) the mean on
each category of object relations, and 2) the percent of
pathological responses in each category (see Table 12)
.
Results from the MANOVA showed a significant effect using
the mean on each category, F (1,28) = .42, p = 0.056.
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Table 11
Comparison of the quality of object relations between
offspring of depressed mothers and offspring of depressedfathers as measured using the SCORS
Depressed
Mothers
(n=14)
Depressed
Fathers
(n=16)
VARIABLE Mean SD Mean SD F Sig.
Complexity of
Representation 2.67 .63 2.77 .50 .217 .645
Emotional
Investment 2.40 .61 2.46 .55 .080 .778
Affect Tone 2.77 .81 2.73 .77 .013 .909
Social
Causal i ty 2.87 .77 2.50 .36 2.899 .100
F (1,28) = .42, p = .056.
Possible range 1-5
Individual ANOVAs, however, did not show any differences
between the two groups using both types of measures of
quality of object relations. Overall, participants with a
depressed mother scored on average slightly lower than
participants with a depressed father on measures of
complexity of representation and higher on emotional
investment, affect tone, and social causality. When
pathological responses were examined, the most marked
difference was observed in affect tone. Participants with a
depressed father tended to have a higher ratio of
pathological responses on affect tone than participants with
a depressed mother. None of these differences were
statistically significant. Thus, offspring of depressed
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mothers did not differ significantly from offspring of
depressed fathers in the quality of object relations.
Table 12
Comparison of the quality of object relations between
offspring of depressed mothers and offspring of depressed
fathers as measured using percentage of pathological
responses from the SCORS
Depressed
Mothers
(n=14)
Depressed
Fathers
(n=16)
% Pathological
Responses
Mean SD Mean SD F Sig.
Complexity of
Representation 2.68 7.24 1.56 4.27 .273 .605
Emotional
Investment 19.64 24.37 14.84 22.46 .314 .579
Affect Tone 10.71 16.88 15.63 23.50 .420 .522
Social
Causality 2.68 7.24 0.00 0.00 2.203 . .149
F (1,28) = .14, p > .05.
Hypothesis #5
It was hypothesized that offspring of depressed mothers
who perceived themselves to be at risk for developing
depression would show greater impairment in the quality of
their object relations in comparison to offspring of
depressed mothers who did not perceive themselves to be at
risk for depression. Thus, a perception of risk for
depression was hypothesized to be an important indicator of
poor object relations. Two measures of object relations
were used to test this hypothesis. One was comprised of the
four dimensions of the quality of object relations
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(complexity of representation, emotional investment, affect
tone, and social causality) (see Table 13.) The second
measure was comprised of the number of pathological
responses (Level 1 responses) given to the stories. See
Table 14
. The grouping variable was a composite score of
risk comprised of different questions from the pvi that was
then dichotomized into "high" or "low" risk.
Table 13
Comparison of the quality of object relations (measured
using SCORS) between offspring of depressed mothers who
perceive themselves to be at risk for depression (as
measured using the PVI) and offspring of depressed mothers
who do not perceive themselves to be at risk
Low Risk High Risk
Perception Perception
(n=6) (n=8)
VARIABLE Mean SD Mean SD F Sig.
Complexity of
Representation 2.67 .44 2.67 .77 .000 .998
Emotional
Investment 2.50 .81 2.32 .45 .285 .603
Affect Tone 3.14 .89 2.49 .68 2.371 .150
Soc i a
l
Causal i ty 2.98 .66 2.78 .88 .216 .654
F (1,12) = .50, p > 0.05.
Possible range 1-5
The MANOVA, using as dependent measures the four
dimensions of object relations, showed no significant
effect, F (1,12) = .50, p > 0.05. Data were analyzed by
ANOVA. Table 13 reports the individual ANOVAS . Overall,
participants who perceived themselves to be at high risk for
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depression showed a poorer quality of object relations on
three dimensions (emotional investment, affect tone, social
causality) than those who perceived themselves to be at low
risk for depression. Both groups scored the same on the
measure of the complexity of representations. None of the
differences between the two groups were statistically
significant
.
The MANOVA using the percent of pathological responses as
dependent measures showed no significant effect, F (1,12) =
.58, p > 0.05. Table 14 reports the individual ANOVAS
.
Participants who perceived themselves to be at high risk for
depression tended to have more pathological responses than
those at low risk on three of the four categories. The
three categories were complexity of representation, affect
tone, and social causality. Participants who perceived
themselves to be at low risk scored a higher number of
pathological responses on emotional investment. These
differences were not statistically significant.
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Table 14
Comparison of the quality of object relations (measured
using. SCORS) between offspring of depressed mothers whoperceive themselves to be at risk for depression (as
measured using the PVI) and offspring of depressed mothers
who do not perceive themselves to be at risk using percent
of pathological responses
Low Risk High Risk
Perception Perception
(n=6) (n=8)
% Pathological
Responses
Mean SD Mean SD F sig.
Complexity of
Representation 0.00 0.00 4.69 9.30 1.493 .245
Emotional
Investment 20.83 35. 94 18.75 13.36 .023 .882
Affect Tone 8.33 20.41 12.50 14.94 .196 .666
Social
Causal i ty 0.00 0.00 4.69 9.30 1.493 .245
F (1,12) = .58, p > 0.05.
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To explore the possible relationships between perception
of risk and quality of object relations, several additional
tests were performed. First, correlations were calculated
between the PVI measure of perceived risk for depression and
the scores on the four categories of object relations for
the offspring of depressed parents alone. Correlations: .18
for complexity of representation, -.50* for affect tone, -
.28 for emotional investment, and .01 for social causality.
Pearson r was statistically significant (p < .01) for affect
tone. The higher the perception of risk for depression, the
lower the participant's quality of object relations in
affect tone. This means that among offspring of depressed
parents, the higher their perception of risk for depression,
the more likely they were to have a higher degree of
malevolence, victimization, gross negligence, and gratuitous
violence in their stories.
Second, participants were then divided according to
whether they had a depressed mother or a depressed father
and correlations were calculated between risk and measures
of object relations. The relationship between affect tone
and risk was significant when father was depressed (r=-.63,
p < .01) but not when the mother was depressed (r=-.47, p
>
. 01 ) .
A third test was used to examine the distribution of high
and low risk for depression by the presence or absence of
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depression in a family member. a crosstabulation was
constructed using perception of risk for depression (high,
low) and the presence of depression in a family member
(presence, absence)
. Participants were more likely to
report feeling at high risk for depression if a family
member was depressed, chi-square (DF=l) = 10 . 88
, p < .01,
than if a family member was not depressed (see Table 15)
Table 15
Crosstabulation of depressed parent by high and low
perception of risk for depression as indicated by
participants completing the PVI
Perceived Risk
for Depression
Depressed
Parent?
HIGH LOW Row
Total
YES
I
i
l 25 : 7 32
1—
1
h- _j 51.6
NO
1
1 10 20 30
1
1 1 j 48.4
Column 35 27 62
Total 56.5 43.5 100.0
Chi -square D.F. Significance
10.88 1 .0010
A MANOVA was used to assess if there were any differences
in the quality of object relations between participants who
perceived themselves to be at risk for depression and those
who did not, regardless of whether they had or did not have
a depressed parent (see Table 16)
.
The MANOVA showed a
significant effect, F (1,60) = .15, p = 0.045. Data were
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then analyzed using ANOVA. There were significant
differences between participants who perceived themselves to
be at risk for depression and those who did not on the scale
of affect tone F = (1,60) = 8.05, p < .006, and on the scale
of emotional investment F (1,60) = 6.17, p < .05. Another
MANOVA was used to determine if there were significant
differences between the two groups when the effect of having
a depressed parent was partialled from the equation. This
MANOVA showed no significant effect when the effect of a
parent's depression was removed, F (1,59) = .0308, p > .05.
Thus, when the effect of having a depressed parent was
removed from the MANOVA, there was no significant difference
between high and low risk participants in the quality of
their object relations.
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Table 16
Comparison of object relations between participants who
perceived themselves to be at risk for depression and those
who did not perceive themselves to be at risk for depression
Low Risk High Risk
(n=35) (n=27)
VARIABLE Mean SD Mean SD F Sig.
Complexity of
Representation 2.63 .46 2.70 .58 .304 .583
Emotional
Investment 2.62 .58 2.26 .54 8.05 .006*
Affect Tone 3.03 .68 2.55 .63 6.17 .016*
Social
Causal i ty 2.78 .48 2.64 .56 1.09 .299
F (1,60) = .15,
* Significant at
Possible range
p = 0.
the .05
1-5
045.
level or less.
Lastly, a MANOVA was used to assess if there were any
differences in symptomatology between participants who
perceived themselves to be at risk for depression and those
who did not, regardless of whether they had or did not have
a depressed parent (see Table 17)
.
The MANOVA showed a
significant effect, F (1,58) = .46, p < 0.01. Data were
then analyzed using ANOVA. There were significant
differences between participants who perceived themselves to
be at risk for depression and those who did not on all
symptoms, including depression, anxiety, somatization,
obsessive-compulsiveness , interpersonal sensitivity,
hostility, phobic anxiety, paranoid ideation, and
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psychoticism. The effects of having a depressed parent did
not prove to be an significant co-variate in this analysis.
When the effect of having a depressed parent was removed
from the equation the MANOVA was still significant, F (1,57)
=
.34, p < 0.05.
Table 17
Comparison of symptomatology (as measured using the SCL-90-
R, BDI
,
STAI ) between participants who perceived themselves
to be at risk for depression and those who did not perceive
themselves to be at risk for depression
Low Risk High Risk
(n=35) (n=27)
SYMPTOMATOLOGY Mean SD Mean SD F Sig.
SCL-90-R
Somatization 45.06 11.08 54.63 9.19 11.64 .001*
Obsess i ve- compu l s i ve 45.20 10.73 55.48 9.63 13.51 .001*
Interpersonal Sens. 43.37 10.08 55.59 12.62 15.39 .000*
Depression 46.77 10.48 57.96 10.52 14.98 .000*
Anxiety 43.74 10.33 58.22 10.72 25.69 .000*
Hosti lity 44.43 9.94 54.15 9.57 12.78 .001*
Phobic Anxiety 41.57 4.39 52.63 11.34 24.61 .000*
Paranoid Ideation 44.03 10.44 55.56 12.88 12.61 .001*
Psychoticism 42.83 8.41 54.41 11.52 18.39 .000*
1
Global Symptom Index 42.54 11.37 56.96 10.95 24.09 .000*
i
Positive Symptom Index 45.56 11.56 56.11 9.45 14.68 .000*
i
Positive Symptom Total 42.88 9.17 55.44 9.20 28.18 .000*
F (1,58) = 0.46, p < .01.
* Significant at the .05 level or
1 Not included in the MANOVA.
less
In sum, among the group of participants who had a
depressed mother (n=14) , there was no difference between
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those who perceived themselves to be at high risk for
depression and those who perceived themselves to be at low
risk. However, when all participants were considered
(n=62)
,
there was a significant difference in the quality of
affect tone and emotional investment between participants
who perceived themselves to be at risk for depression and
those who did not. When the effect of having a depressed
parent was removed from this equation, there were no
significant differences in the MANOVA. Likewise,
participants who perceived themselves to be at risk for
depression manifested more symptomatology than those who did
not. However, when the effect of having a depressed parent
was removed from this equation the MANOVA was still
significant
.
Hypothesis #6
It was hypothesized that among participants who felt at
high risk for developing depression (n=27) , there would be a
significant difference in the quality of object relations
between those who had a depressed parent (n=20) and those
who did not (n=7) . To test this hypothesis two different
measures of object relations were used as the dependent
variables: (1) the four dimensions of the quality of object
relations (see Table 18) , and (2) the number of pathological
responses (see Table 19)
.
The MANOVA did not show a
significant effect, F (1,25) = .25, p > 0.05, when the
four
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dimensions of object relations were used as the dependent
variables. However, when pathological responses were
examined, the MANOVA approached significance, F (1,25) =
.44, p = 0.07. Data were then analyzed using ANOVA and no
significant differences were found.
Table 18
Comparison of object relations between offspring of
depressed parents (as measured using the SCORS) who perceive
themselves to be at risk for developing depression (as
measured using the PVI) and offspring of non-depressed
parents who perceive themselves to be at risk
High Risk
Non-depressed
Parent
(n=7)
High Risk
Depressed
Parent
(n=20)
VARIABLE Mean SD Mean SD F Sig.
Complexity of
Representation 2.59 .39 2.74 .64 .346 .562
Emotional
Investment 2.13 .67 2.31 .49 .601 .445
Affect Tone 2.69 .53 2.50 .67 .433 .516
Social
Causal i ty 2.75 .39 2.60 .61 .366 .551
F (1,25) = .25, p > 0.05.
Possible range 1-5
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Table 19
Comparison of object relations (as measured using
pathological responses from the SCORS) between offspring ofdepressed parents who perceive themselves to be at risk fordeveloping depression (as measured using the PVI) and
offspring of non depressed parents who perceive themselves
to be at risk using percent of pathological responses
High Risk, Non-
depressed
Parent
(n=7)
High Risk,
Depressed
Parent
(n=20)
% Pathological
Responses
Mean SD Mean SD F Sig.
Complexity of
Representation 1.79 4.72 2.50 6.54 .069 .794
Emoti onal
Investment 30.36 27.82 19.38 20.06 1.271 .270
Affect Tone 8.93 11.89 15.63 22.17 .570 .457
Social
Causal i ty 0.00 0.00 1.88 6.12 .641 .431
F (1,25) = .44, p = 0.07.
Overall, among participants who perceived themselves to
be at high risk for depression, those who had a depressed
parent, scored lower on affect tone and on social causality
than those who did not have a depressed parent and higher on
complexity of representation and emotional investment.
Among participants who perceived themselves to be at high
risk for depression, those who had a depressed parent
scored a higher percentage of pathological responses on
affect tone, complexity of representation, and social
causality than offspring of non-depressed parents and a
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lower percentage of pathological responses on emotional
investment
.
Gender Differences
The sample in this study was comprised of 14 males and 48
females
. Although no hypotheses were made with respect to
gender differences, some variations between groups were
observed and require mentioning. Demographically, both
groups were similar in age, with males being slightly older
than females. Of the 14 males, 57% (n=8) reported having a
depressed parent as compared to 46% (n=22) of females. Of
the 8 males who had a depressed parent, 25% (n=2) identified
their mother as depressed, and 75% (n=6) identified their
father as depressed. Among the 22 females who had a
depressed parent, 36% (n=8) identified their mother as
depressed, 23% (n=5) identified their father as depressed,
and 41% (n=9) identified both parents as depressed.
Information about each participant's experience of risk
for depression and his or her experience with a parent's
depression was also collected. Slightly more than a third
of all males, regardless of whether they had a depressed
oarent or not, (n=7, 42%) , indicated that they almost always
(n=3, 21.4%) or always (n=4, 14.3%) have felt at risk for
developing depression. Among females, these numbers were
lower, with a quarter of all females (n=l2, 25%) indicating
that they almost always (n=7, 14.6%) or always (n=5, 10.4-s)
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felt; at risk for developing depression. Slightly more than
a third of all males (n=5, 35.7%) indicated that they agreed
(n=4, 28.6%) or strongly agreed (n=l, 7%) with the statement
that "I will develop depression." Among females, this
number was lower, with only 8 participants (19%) indicating
that they agreed (n=7, 14.6%) or strongly agreed (n=2, 4%)
with the statement that they will develop depression. The
differences between the two groups in the perception of risk
for depression was not statistically significant (see Table
21 ) .
Males and females were compared on level of
symptomatology as measured using the SCL-90-R, the BDI
,
and
the STAI . See Table 20 and Table 21. The MANOVA was
significant, F (1,51) = .485, p < .05. Males were more
likely than females to manifest psychological symptoms, such
as interpersonal sensitivity, depression, hostility, phobia,
paranoid ideation, and psychoticism. The means of these
measures were within one standard deviation of the
standardized mean and did not reflect serious
psychopathology
.
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Table 20
Comparison of symptomatology (as measured using T- scoresfrom the SCL-90-R) between males and females
Males Females
(n=14) (n=48)
SYMPTOMATOLOGY Mean SD Mean SD F sig.
SCL-90-R
Somatization 53.00 10.33 48.13 11.41 1.67 .201
Obsess i ve- compu l s i ve 54.64 9.27 48.23 11.65 2.42 .126
Interpersonal Sens. 55.29 15.56 46.77 11.24 4.04 .050*
Depression 58.57 11.20 49.63 11.32 4.80 .033*
Anxiety 57.64 11.22 47.83 12.32 3.80 .057
Hosti l i ty 55.64 12.80 46.63 9.42 6.41 .014*
Phobic Anxiety 51.07 10.32 45.02 9.32 4.89 .031*
Paranoid Ideation 55.57 13.47 47.15 12.13 5.35 .025*
Psychoticism 52.64 12.73 46.48 10.70 3.85 .055*
1
Global Symptom Index 55.79 13.32 46.79 12.63 4.98 .029*
•
- 1Positive Symptom Index 55.21 12.90 48.74 1 1 .22 3.35 .072
. .
i
Positive Symptom Total 53.64 10.54 46.89 10.85 4.23 .044*
F (1,51) = .485, p < .05.
* Significant at the .05 level or lower.
Not included in the MANOVA.
Table 21
Comparison of symptomatology and perception of risk between
males and females as measured using the STAI, BDI , and PVI
Males Females
(n=14) (n=48)
SYMPTOMATOLOGY Mean SD Mean SD F Sig.
Beck Depression
Inventory 10.57 10.13 10.08 8.43 .487 .488
STAI
State 41.79 15.71 39.28 11.32 .523 .473
Trait 39.57 14.34 42.22 12.97 .818 .370
Perceived
Vulnerability 3.82 9.10 3.37 5.91 .085 .772
F (1,51) = .485, p < .05.
Possible range = -1 to 20
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A comparison between males and females with respect to
the quality of object relations showed that males were
significantly less likely than females to become emotionally
invested in relationships (ANOVA, F (1,51) = 3 . 94
, p = .05).
Furthermore, males were more likely than females to have a
higher ratio of pathological responses on all four measures
of object relations but none of these measures differed
significantly between the two groups. The most remarkable
difference between males and females was on the number of
pathological responses in affect tone, where males had twice
as many pathological responses than females. This
difference approached significance, (ANOVA, F (1,59) = 3.75.
p = . 058
.
Summary of findings
1) Offspring of depressed parents had significantly
higher levels of psychological symptoms and perception of
risk for developing depression than offspring of non-
depressed parents. Neither of the two groups appeared to
manifest abnormal levels of pathology.
2) There was no significant difference in symptomatology
or perception of risk for depression between offspring of
depressed mothers and those of depressed fathers.
3) There was no detectable difference in the quality of
object relations between offspring of depressed parents
and those of non-depressed parents.
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4) There were no detectable differences between the
quality of object relations of offspring of depressed
mothers and that of depressed fathers.
5) Offspring of depressed mothers who perceived
themselves to be at risk for developing depression did
not show greater impairment in the quality of their
object relations in comparison to offspring of depressed
mothers who did not perceive themselves to be at risk for
depression. However, there was a significant negative
relationship between perceived risk and affect tone among
participants who had a depressed father. Participants
who perceived themselves to be at risk for depression,
regardless of whether they had a depressed parent or not,
had a significantly lower quality of object relations in
affect tone and emotional investment than those who did
not perceive themselves to be at risk. Parental
depression was an important moderator of perceived risk
for depression, such that participants who had a
depressed parent felt at higher risk for depression than
those who did not have a depressed parent
.
6)
There was no detectable difference in the quality of
object relations between those participants who felt at
risk for depression but did not have a depressed parent
and those who felt at risk for depression and had a
depressed parent
.
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7) Males were more likely than females to manifest
psychological symptoms, such as interpersonal
sensitivity, depression, hostility, phobia, paranoid
ideation, and psychoticism. Males were also more likely
to manifest impairments in emotional investment than
females. Furthermore, males were more likely to have
more pathological responses in the quality of their
affect tone than females.
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CHAPTER IV
THREE CASE STUDIES
Three participants took part in a 50 -minute interview in
which they were asked to expand on some of their responses
to the Perceived Vulnerability Inventory (PVI)
. The
interviews were tape-recorded and then transcribed. All
three participants were females, and perceived themselves to
be at high risk for developing their parent's depression.
The following vignettes contain information from the
interview, from the PVI and from the TATs as interpreted and
coded for the quality of object relations.
Case #1 : Anna
Anna is a twenty-year old student, the youngest of three
siblings, who currently has bulimia. We explored Anna's
history with a particular interest in her relationship with
her parents. Anna recalled that both parents were depressed
when she was as young as 6 -years. Her mother was the one
who was more depressed of the two parents.
I remember my mother crying a lot, even in public
places, like the mall. She used to tell me how sad she
was and I felt very bad for her and very helpless and I
can remember her having what I would now say were
probably anxiety attacks, but at the time I didn't know
what was going on. My family life was very tense and
unpredictable. Eventually, after counseling, my mother
decided that she had to move out. She explained to me
that she loved me very much, but that she had too much
stress to stay the way we were. This move greatly
affected my entire family, resulting in a lot of
problems or circumstances that are still existing today
- mainly for myself and my [siblings]
.
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When Anna was 6
-years old, her mother left the family,
separating from her husband, after a serious episode of
depression. Anna's father became the sole care provider for
the family. Anna reported that her father also became
depressed. She remembered experiencing guilt because of
comments that he often made about his predicament of having
to raise her and her siblings by himself. After some time,
he developed a romantic relationship with a woman. it is
not clear how old Anna was at the time. She recalled that
her father's new relationship introduced new worries into
her life. She remembered that often her father would sleep
at his girlfriend's house, leaving Anna and her siblings
alone. Anna would defend her father against her siblings'
criticism by upholding his right to be happy, but privately
she would resent him for leaving her alone. While she
pretended that she did not notice his absence, she secretly
experienced feelings of abandonment.
Anna's TAT Stories
Major themes from Anna's childhood surfaced in her
stories to the TAT cards. Two of these themes, fear of
object loss and fear of losing the object's love, correspond
to what Freud described as typical danger situations, and
what Brenner (1982) has referred to as the calamities of
childhood. The theme of separation and painful object loss
was present in all but one of Anna's stories. In card 8BM,
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for example, a boy is taken to a boarding school and is
studied by "cold" and "impersonal" men. In card 6BM, a son
is leaving his mother and she is devastated because "he was
all that she had left." "Every day was devoted to pleasing
and caring for her son. Once he leaves she will be entirely
alone and useless." In card 7GF, a daughter has been trying
to leave her mother for the past hour but the mother insists
that she stay and talk. The daughter, however, is thinking
of going away and plans a trip in her mind. In card 6GF, a
wife leaves her husband. "She was trying to stay away from
him but he found her and now he is accusing her of not being
there for him when he needs her." In card 1, a seven-year
old boy loses his father to an automobile accident. In card
4, a woman has an affair with someone while her boyfriend is
away and he later finds out. In card 5, a young girl finds
her mother on the floor in a pool of blood. "Her mother had
killed herself and the woman had never forgiven her mother
for leaving her."
Fear of losing the object's love is another danger
situation that surfaced in Anna's stories. In card 12F, for
example, the woman is afraid that others will see that
inside she is a selfish, bad person and that everyone upon
realizing this will not like her. In card 4, the man had an
affair but his wife forgives him because "she is weak and
afraid of losing him.
"
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Guilt surfaced frequently in Anna's stories. The woman
in card 12F is thinking about all the mistakes that she
made. She now tries hard because she feels bad and selfish.
The man in card 6BM is "struggling with intense guilt" for
wanting to leave his mother. He has already stayed with her
longer than he had wished in order to please her. The boy
in card 1 wishes that he had told his father that he loved
him more often before he died.
The counterpart to guilt, anger, also surfaced
repeatedly. The girl in card 7GF, for example, will not
listen to her mother and "tunes out" planning her escape and
"how she will be cared and loved by someone else." The man
in card 6GF is full of anger because his wife was not there
when he needed her. This man "loves her very much and knows
that he will feel very badly if he hurts her and makes her
cry, but right now he is so angry that he just can't help
it." In card 4, both people are angry. The man is angry
because his girlfriend was unfaithful and the woman is angry
because she knows that he also had an affair. "She had this
affair to spite him, but she cannot tell him that because it
will make him even more angry." "...he cannot talk to her
right now for fear that he will kill her." The issues of
abandonment and anger were most clear in card 5. The owner
of a bread and breakfast walks into a room where a visitor
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committed suicide by hanging himself. This reminds the
woman in the story of her mother's suicide.
One summer, when her family was on vacation, her motherdisappeared for many hours. The girl went into thebathroom of their hotel and found her mother dead on
the floor in a pool of blood. Her mother had killed
herself and the woman had never forgiven her mother for
leaving her
. Because of this memory the woman was
disgusted and angry at the dead man swinging from the
ceiling. The only clear thought that she had was
'Who's going to clean up this mess?'
In Anna's stories the act of leaving was often analogous
to dying. People, for instance, died in cars that took them
away or people disappeared for many hours only to be
discovered dead. When people left, the other person left
behind felt devastated, hurt, useless and angry. The person
who was abandoned (often a male) took the other for granted
until one day the other (often a female) left. The person
who left (often the female) was guilt -ridden but also angry
at the other person (often a male) for demanding more time.
In Anna's stories, the man was more apt to display his
aggression, while the woman may have felt angry but held it
inside. Interestingly, the people that left each other also
loved each other.
Interpretation of Case #1
From her stories, it becomes apparent that one of the
ways in which Anna protects herself against loss is by
trying harder to suppress her "bad side", which she
described as selfish (card 12F) and angry (card 4) . She
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suppresses this bad part so as to not provoke abandonment
.
Another form of dealing with loss is through identification
with the lost object. In card l, for example, she stated
that the boy learns to play his father's violin after the
father has died. As described earlier, Freud (1927) and
later Klein (1952) explained that by becoming the object or
possessing it in any other way, the person denies the loss
of the object. Freud suggested that the notion of "having
an object" comes later, developmental ly speaking, than the
earlier notion of "being the object". Anna indicated that
she worries about developing depression and that she
believed that the similarity between her personality and
that of her mother was the most significant reason why she
might become depressed. There are also manifestations of
another defense, identification with the aggressor. Across
stories, the "hero" of the story or the main character is
leaving someone else. That is, abandoning someone rather
than being abandoned.
One hypothesis that can be drawn from the current
material is that Anna identified with her mother at an early
age as a way of denying her loss. Anna experiences a fear
of becoming like her mother or being taken over by the
internalization of her mother. Brenner (1974) has pointed
out that "when identification is used by the ego in a
defensive way it is often unconsciously modeled after the
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physical action of eating or swallowing" (p. 94)
.
Thus, her
bulimia may represent difficulties in using internalization
as a defense.
In her current relationship, Anna experiences a pattern
of interaction with her boyfriend that is similar to what
she observed between her parents when she was a child. She
explained that her boyfriend often becomes angry at her and
criticizes her. She often wonders why she does not leave
him but she fears not finding somebody better. During their
fights, she becomes quiet, almost subservient. She
indicated that she gets depressed but that she also feels
very angry at him. The depression is marked by emptiness
and anhedonia. It is often accompanied by self-criticism
and feelings of little self-worth.
In sum, four important themes surface from the TAT. Fear
of object loss, fear of losing the object's love, anger, and
guilt. These ingredients become part of a compromise
formation. One can speculate about their interconnections
as follows: Guilt in Anna's life stems from her
experiencing anger at both of her parents for abandoning
her. She feels she needs to hamper her anger in order to
prevent further loss. Consequently, she directs the anger
at herself and experiences depression and self-criticism.
This anger turned inward also targets the internalized
representation of her mother. As mentioned earlier, Anna
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internalized her mother to protect herself from the painful
experience of object loss.
As important as the environmental circumstances were that
affected Anna, it is important to consider the internal
dynamics that may have been operating when these
environmental factors unfolded. Thus, it is important to
note that Anna's mother left the family at a time when Anna
was likely to have been experiencing fantasies of Oedipal
striving for her father and murderous fantasies in relation
to her mother. The reality of her mother leaving can be
experienced in the omnipotent mind of a six-year old as
having been caused by the child's own angry wishes, thus
rendering angry feelings as potent and dangerous. Feelings
of anger, consequently, are experienced with guilt and self-
recrimination . The self-criticisms and the depression,
then, also act as punishment for her destructive rage.
Case #2: Betty
Betty is a 20 -year old female. She grew up an only
child. She reported that her mother had been depressed
since Betty was three-years old. When Betty was li-years
old, her mother became very depressed. As Betty recalls,
her mother was in therapy where she had started addressing
memories of early sexual abuse at the hands of her uncle.
During that time, Betty's mother became suicidal. When
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asked how she was affected by her mother's depression, Betty
responded that she was severely affected:
I learned to try to get attention any way I could.
I also learned to react to the world the way my
parents reacted to it. Another way I was affected
was in thinking that their reaction to the world was
normal. I did not realize how affected I was until
I entered therapy.
Betty recalls experiencing intense anger that often left
her feeling confused.
It was hard for me because I wasn't aware of what
was going on. I knew she was in her room and that
I couldn't really see her but I did not know why.
When she told me, I was furious and angry. Angry
at the people who abused her, angry at my
grandmother, who also abused her
. .
.
(Were you
angry at her?) I was angry at her for not being
there. I was angry at her, not for being abused,
but for not being there now. After she started
therapy she stopped for a while. She got into a
car accident and . . .but then she went into the
hospital for asthma. When she came back home, she
was very upset. She was very sad. And I remember
worrying about her. I remember being afraid that
she was going to do something to herself.. she was
going to hurt herself somehow. So I must have
known even if it was not clear to me. But I was
also angry at her.
Betty recalls feeling afraid of her own anger.
She took a lot of her anger out on me. She would
say things like 'Oh, I'm frightened of you. You
have mean eyes.' She was really out there. She
scared me. Made me scared of myself. I was
afraid of myself, but I've been working on it. I
go to therapy now. I think that's really tied
into the anger at my mother too. I'm not sure
how. Me being afraid of myself is a way for me to
be angry at my mother. I hadn't really thought
about this before I just said it now but maybe a
fear of my own anger was a way to express my anger
at her. Because I was afraid of it.. that I was
somehow this horrible person. I was afraid that I
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could change into a horrible person because that
'
s
what she was saying I was. The fact is that I was
only 12. I didn't realize that at 12 I really
1 t be that scary to an adult until I was
like... just a little while ago. I felt just like
this.
. .in a way it gave me a sense of power too.
I saw myself as this very powerful, angry kinda of
horrible person.
As Betty approached puberty she became confused and
depressed. Her mother did not realize how upset Betty was.
Whether I was suicidal or I wanted to get
attention is not clear it was kind of my last
stop. I threatened her with that. I said if she
left the house I was going to jump off the
porch... and I walked out into the porch. We were
in the middle of a really heated argument and I
looked down and I thought boy she better get out
here pretty soon because if she doesn't I'm going
to have to turn around and walk back in. So I
don't know how serious I was about that.
Betty believed that the only attention that she
received was when her mother was criticizing her.
As a child, Betty started missing school and isolated
herself. She indicated that she was not outright faking
being sick but that she wanted to stay home.
I didn't really let myself be with other people or
form other connections. It was all about home. I
always had this thing about having to be home.
When I was a little, I threw up every day and I
got sent home a lot
.
During her mother's depression, Betty used to blame
herself for her mother's condition.
I always thought that if I did something different
she would be different. I thought it was my
fault. I thought I could control it.. I remember
writing down in a journal "I'll do this, and this,
and that will make my mother better. You know, if
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I m better in this way, that will make my motherbetter
.
Betty's TAT Storips
Betty's stories had a prevalence of positive endings
that suggest difficulties that she has in experiencing
disagreement and anger. Seven of the eight cards resulted
in a positive endings despite polemical contents. Usually
the positive endings were effected by a female character who
was not the main character. In card 6BM, for instance, a
son feels guilty because he is leaving his mother's house.
The mother assuages her son's guilt by saying that he should
not feel bad because she simply has a new part of her life
in front of her which she does not know how to begin. In
card 7GF, the little girl is "sick of reading that book" but
the mother responds kindly by saying that she know's "it's
hard sometimes when everybody seems older that you." In
card 6GF, confrontation is more explicit when a wife leaves
her husband. In cards 1 and 4, however, anger is also
dissipated by positive endings despite the potential for
disagreement and confrontation.
Another common theme in Betty's stories was the fear of
embarrassment that could result while being out on one's
own. in card 8BM, a child remembers how difficult it used
to be for him to arrive at the entrance of the chapel each
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Sunday. In card l, the child imagines himself in front of
an audience at Carnegie Hall and throwing up on his shoes.
Another theme that surfaced repeatedly was that of
vomiting or experiencing stomach upset. In card 8BM, the
boy has stomach pains. In card 1, as mentioned above, a boy
is vomiting at Carnegie Hall before an audience.
Interpretation of Case #2
Betty has very early memories of a mother affected by
depression whom she, consequently, experienced as absent and
depriving. Betty described a whirlwind of feelings and
emotions around her mother's depression, strong reactions
that often contradicted each other and left Betty feeling
disoriented. Anger was the most frightening of these
feelings. As she spoke of her own experience of depression
during our interview, anger surfaced and her thinking became
jumbled. "Me being afraid of myself was a way for me to be
angry at my mother. . . .maybe a fear of my own anger was a way
to express anger at her." In her effort to understand her
experience, Betty hinted at the existence of internalized
aspects of her mother, mainly the bad aspects. Betty
articulated a fear of being this "horrible person".
Fairbairn's theory of psychopathology sheds light on
the issues that Betty is beginning to unravel. According to
Fairbairn, the initial internalization of an object stems
from the child's desires for connection with a parent who is
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emotionally absent. The child experiences unbearable pain
living in a world where the parent is unavailable. The
child would rather be bad herself than have bad objects.
She, consequently, internalizes the bad aspects of the
parent and preserves an image of the parent as good. Thus,
the child unconsciously says to herself, it is not my mother
who is bad but me. In this way, the child not only denies
the painful reality of an emotionally absent parent, but
also preserves the hope of omnipotent control over the
object. To this effect, Betty states: "I saw myself as this
very powerful, angry kind of person." When the child sees
herself as bad, rather than her mother, she also preserves
the possibility of redemption for being bad. As Fairbairn
pointed out, in the child’s mind, it is better to be a
sinner in a world ruled by God than to live in a world ruled
by the Devil. In world ruled by God, all is good and one
can hope for forgiveness, whereas, in a world ruled by the
Devil, there is no hope.
Fairbairn' s theory can be used to explain Betty's
experience further. At a very early age, Betty's mother was
depressed and consequently indifferent to Betty. The trauma
was that Betty did not feel loved and attributed this to her
own self worth rather than accept the painful condition that
her mother was uncaring or impaired. Betty's love was not
enough to pull her mother out of the state of depression.
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Thus, no matter how much she tried, she could not effect a
change in her mother's condition. In fact, owing to how
early Betty experienced her mother's rejection, she formed
the idea that she was not loved because her love was bad and
destructive. This reaction provided the basis for a
subsequent schizoid tendency. Betty locked herself inside
in order to prevent damaging the love object. Not only did
she fear damaging her mother with her feelings, which she
experienced as toxic, but also others. Thus, Betty
remembers wanting to stay home and experienced great
difficulties in forming relationships with peers. Home, in
this sense, not only represented the physical structure of a
house but also the body as a container (Anzieu, 1989; and
Bion, 1962) .
Betty's early object relationship, however, was not
pre-eminently unsatisfactory in the early oral phase, but
rather, continued to deteriorate through the late oral
phase. As a result, she developed the idea that she was
unloved because of the destructiveness and badness, not of
her love, but of her hate. This reaction, according to
Fairbairn's theory, provided the basis for her subsequent
depression
.
Following Fairbairn's ideas, the experience of
unsatisfactory object relations in the early oral phase as
well as during the later oral phase contributed to the
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ambivalence that Betty experienced in taking in as well as
spitting out (rejecting) contents. There was a conflict
between an urge to expel an incorporated object and an urge
to retain it. This conflict is manifested in Betty's
stories in the form of vomiting, spitting out what does not
sit well inside. Her stomach pains also served to keep
Betty inside and out of school. She experienced an
overwhelming need to be home once she was away. In this way
she, currently, provides evidence of a conflict between
wanting to renounce infantile dependency and a reluctance to
do so
.
In conclusion, I believe that it is because Betty
internalized her mother as a bad object that Betty feels to
be at risk for developing a psychological disorder similar
to that of her mother's, mainly depression. She
internalized her mother because as a child she needed her.
The degree of her difficulties will depend on how much of
the ego is still available for real and potentially
fulfilling relations with others and how much is bound up
with ungratifying, unreachable aspects of her mother, which
have become enshrined internally. Betty's fear of being
ill, of becoming like her mother, of being taken over by the
internalized aspects of her mother are indications of the
extent of the ego's identification with the bad object, and
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her perceived vulnerability betokens difficulties in
protecting the ego from these attacks.
Case #3 : Deborah
Deborah is a 20
-year old female who experienced both
parents as depressed when she was growing up. Her father
was the more depressed of the two parents, meeting 6 of the
9 DSM-IV symptoms for depression. Deborah was 13 -years old
when she first noticed the depression in her father. She
was "severely affected" by his depression, and stated:
I was withdrawn and didn't want to interact with
my father. I hoped and wished that when he
attempted suicide that he would die. He was
physically and verbally abusive to me and I hoped
that it would stop. For many years after, I could
not develop close male (friend or boyfriend)
relationships without being emotionally hurt. I
no longer speak to my father.
Deborah recalls vividly one particular incident of
abuse, when in a fight with her father, he hit her and
collapsed her eardrum. When Deborah was 13 -years old, her
father attempted suicide. Although at the time, she felt
more sympathetic toward him than she had ever felt, she
subsequently wished that he had succeeded in his suicide
attempt
.
Deborah experienced a very difficult relationship with
her mother as well. When asked to complete the sentence:
1 I
am angry at my mother because. . .", Deborah answered "because
she abandoned me." Her mother also became depressed after
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her father experienced depression. Her mother's depression
was marked by crying and withdrawal. During this period,
Deborah's parents initiated divorce proceedings. After the
divorce, Deborah stayed with her mother. Her mother, soon
developed a relationship with another man and, according to
Deborah, her mother cut the family off. "She cut us out of
her life and would withdraw into her room." Deborah
experienced this with much resentment. According to
Deborah, feeling "cutoff" became a common theme in her early
adolescence
.
Deborah is currently in a significant relationship with
a man whom she intends to marry. She stated that she
experiences her relationship with her fiancee as "peaceful"
and "caring." She remains, however, angry and resentful
toward her mother. She said that in a bizarre way she
wishes that her mother were sad over them not being in
touch. Deborah is also no longer in communication with her
brother
.
Deborah's TAT Stories
Deborah's stories are saturated with anger. In card
8BM, for instance, a boy rejoices when his father dies in a
painful operation. In card 6BM, the mother dies a lonely old
woman and the daughter is much happier afterwards. In card
6GF, a girl's stepfather makes lewd advances toward her and
tries to hurt her one day. in card 4, a man uses a woman
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The woman isfor his own sexual needs only to abandon her.
crushed.
The resolution of painful conflict often involves
abandonment or running away. In card 12F, a daughter
resents her mother for not being aware of how much the
mother has hurt the daughter. The daughter leaves the
mother and "the mother dies a lonely old woman." In card
6BM, a mother drives her daughter away and afterwards drinks
in sadness. In this story, the brother resents her mother
for driving the sister away. In card 1, a boy is forced to
play the violin. When he grows up, he runs away from home
to a place where his parents will never find him.
Male figures in the stories, which on some level
represent the father, are seen as having physical problems,
concerned with the pursuit of their own interests, which are
often sexual; lonely and often leaving the family. Female
figures, representing the mother, are seen as intrusive,
controlling, and unaware of the pain that they cause. The
daughter in the stories is the victim of abuse and neglect
and often needs to escape the family. The son, on the other
hand, is loved by the sister, but left behind.
Interpretation of Case #3
Basic to Malanie Klein's theory of depression is the
notion that the child, unable to internalize whole objects
(i.e., a mother that is both good and bad) , splits objects
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into good and bad parts. This splitting protects good
internal parts from being destroyed by bad ones and
characterizes the paranoid - schizoid position. If all goes
well enough, the child is eventually able to integrate
representations of the good object with those of the bad
object without feeling that one part endangers another. If
for various reasons, however, inadequate experiences
predominate at a very early stage, persecutory anxieties
predominate. In the paranoid-schizoid position the chief
defenses are splitting, projective identification, and
idealization. During projective identification, the subject
continues to maintain an awareness of what he projects (this
is the identification) and, as a result, must maintain a
defense against the intolerable experience that was
projected (i.e., a paranoid position in relation to the
other) . In this position, the person is always under the
fear of being attacked by his or her own projected
hostility.
As the child matures, he or she eventually begins to
recognize that the bad object and the good object are one
and the same. Consequently, representations of a whole
object emerge along with ambivalent impulses and feelings
directed at it. If the child is successful, the ego is
strengthened to the point where it can tolerate ambivalence,
and the split can be lessened to usher in the depressive
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position. In the depressive position, the child wishes to
make restoration to the breast, which he or she had
previously attacked and depleted. When the child cannot
tolerate the ambivalence of the depressive position, then he
or she may revert to a schizoid-paranoid position. The
attainment of the depressive position, thus, represents a
developmental achievement that marks a departure from a
stage of ruthless demandingness and self -preoccupation to a
state of concern for the object. Winicott (1951) believed
that when the child is able to become depressed he has
reached a stage of organization which now allows him to
control what were otherwise disrupting tensions associated
with hate. Hanna Segal (1973) stated that the depressive
position is never fully worked through.
The anxieties pertaining to ambivalence and guilt,
as well as situations of loss, which reawaken
depressive experiences, are always with us. (p.80)
Deborah manifested clear splitting in her
representation of others. That is, a manifestation of
extreme devaluation and idealization of the object world.
Parents were described in the interview, and represented in
her TAT stories, as malevolent and neglectful. Her fiancee,
on the other hand, represents all that is good. She
described him as all caring and understanding. In her life
she has permanently separated the two, good and bad, from
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each other in order to protect the good object. This
reflects her incapacity to integrate good and bad aspects of
each. Not being able to tolerate the ambivalence, Deborah
is prone to acting out feelings that she cannot tolerate.
Anger and rage were the most prevalent features in
Deborah's stories. Kernberg (1989) explained the
development of rage and hatred as follows: Under normal
conditions, a child experiences anger and even rage when his
or her needs are frustrated. ' The primordial function of
this rage is the elimination of a source of pain or
irritation. As the child matures, rage is also used as an
appeal to a caretaker to restore a desired state of
gratification that has been removed. when the rage is
excessive, as may be the case when the mother is excessively
frustrating, it produces an intolerable intrapsychic
experience which is projected onto an object (the mother) .
However, after projecting the rage to an external object,
the child lives under the fear that his own projected
hostility will return. Kernberg (1989) contended that
excessive activation of aggression interferes with the
normal integration of good an bad objects and leads to a
fixation at this point when all-good and all-bad
internalized objects were not integrated. it is this
fixation, according to Kernberg that forms the conditions of
borderline personality organization.
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Perception of risk for depression, in Deborah's case,
has multiple functions and meanings. It follows from the
above discussion that on a primitive level Deborah's
perception of risk represents an attack on the ego by her
own projected hostility. On another level, which could be
referred to as Oedipal, her fear of illness also represents
punishment for the murderous anger that she directed at her
mother. Still at another level, Deborah's anger serves an
ego function by helping her defend against a deep sense of
loss. The alternative to being so angry would be to feel
the depressive position and experience more fully the
profound pain of not having her parent's love. Deborah
hints at ambivalent feelings that indicate a move into the
depressive position. For instance, she felt sympathy for
her father when he attempted suicide. These feelings were
soon replaced by features of the paranoid-schizoid position,
such as the rage that she experienced at her father and the
wish that he had succeeded in killing himself. She also
experienced a longing for her mother when she states that
she wishes that her mother felt sadness over their
separation. In ways that Deborah cannot allow herself to
acknowledge, she wishes that her mother would miss her. For
Deborah, it is preferable to be angry than sad. In her
anger, Deborah identifies with the aggressor and turns
passive into active. She has "cut off" her family like her
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mother cut her off. Now it is she who closes the door,
rather than the one is left outside.
Summary of the Three Carps
These three cases depict the ways in which a parent's
depression affects the child and the many ways in which
those impressions can become part of interpersonal
relationships. Three different theoretical frameworks were
used to illustrate different ways of conceptualizing a fear
of illness. The interpretations were deliberately
conjectural and went beyond the clinical material for
purposes of this illustration. In Anna's case, a classical
psychoanalytic perspective was used. The fear of illness
was conceptualized as a compromise formation between
gratifying, defensive, and self -punitive aspects of mental
functioning
.
Betty and Deborah's cases were interpreted using a more
distinctly object relations framework. Betty's case was
conceptualized using Fairbairn's theory of psychopathology,
and the risk for illness was understood to represent
internalized aspects of the depressed mother. Deborah's
case was framed in a Kleinian perspective, and the
perception of risk was understood to represent Deborah's own
projected hostile impulses attacking the ego.
Despite the many differences between the cases, there
were striking similarities. The cases highlighted some of
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the trends that were picked up by the MANOVAs
. Mainly, that
negative affect tone was significantly different between
participants who perceived themselves to be at risk for
developing depression and those who did not. In these three
cases, one of the most salient features was the presence of
anger and resentment toward the depressed parent. There
were many instances in which these participants expressed
anger at being abandoned by their parent (s) and an un-
willingness to forgive the parent (s) for their absence. The
absences were described in terms of "not being there" at
critical times when the child needed the parent.
A second interesting feature common to all three cases
was the fear of losing someone in the future. As evidenced
by the stories, fear of object loss was a calamity of
childhood that had already transpired for these participants
but now took the form of anxious fear of future loss.
Consequently, in all of the cases, the participants
manifested symptoms of depression as well as anxiety.
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CHAPTER V
DISCUSSION
In this study, I explored the ways in which a fear of
falling ill with a parent's disorder speaks to significant
aspects of the person's quality of object relations. The
results from this study supported several important
conclusions. First, offspring of depressed parents tend to
manifest significantly more psychological symptoms than
those of non-depressed parents. Despite the fact that in
this study participants were drawn from a non-clinical
sample, the offspring of depressed parents were
significantly more likely to manifest psychological symptoms
than offspring of non-depressed parents. 2 This finding
supports a large body of research that suggests that
children of depressed parents are at increased risk for
affective disorders (Grigorioiu-Serbanescu et al
. ,
1991;
Hammen, Burge, Burney, & Adrian, 1990; Keller et al . , 1988;
Ovaschel, 1990; Weissman, 1988; and Weissman et al . , 1987),
and for personality disorders (Westen, et al . , 1990).
It was also hypothesized that perceived vulnerability
would signal important deficits in object relations. To
test this hypothesis, offspring of depressed mothers were
2 As measured using the SCL-90-R, the BDI, and the STAI
.
These symptoms were within a normal range and, overall, did not
reflect psychopathology.
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grouped according to whether or not they perceived
themselves to be at risk for depression. This comparison
included only 14 participants, six in the low-risk group and
eight in the high-risk one. Not surprisingly, given the
size of the sample, no significant differences were found
between the two groups. However, when the sample size was
increased to examine the perception of risk for depression
among all participants, regardless of whether they had a
depressed parent or not, significant results emerged.
Participants who perceived themselves to be at risk for
depression were more likely to have expectations that
intimate relationships would be hostile, empty, capricious,
and they were more likely to expect loneliness or
disappointment in relationships. Furthermore, participants
who felt at risk for depression manifested limitations in
emotional investment in relationships and with other people.
In terms of symptomatology, participants who perceived
themselves to be at risk for depression manifested more
psychological symptoms than those who did not perceive
themselves to be at risk.
The negative relationship between perceived
vulnerability and the quality in affect tone of object
relations was one of the most important findings of this
study. Several theoretical models serve to explain the ways
in which negative affect and fear of illness can be related.
101
From a classical psychoanalytic perspective, for example,
perceived vulnerability can represent punishment for
aggressive or hostile impulses. According to drive
theorists, these hostile impulses have their source in
constitutional aggressiveness. From a Kleinian perspective,
on the other hand, perceived vulnerability pertains to a
schizoid - paranoid position in which the person fears his
or her own projected hostility.
As Westen (1990) has pointed out, object relations
cannot be understood as "monolithic structures" (p.36l).
There is a need for integration of more classical
psychoanalytic constructs, such as compromise formations,
with object relations theory. To this effect, three cases
were discussed from distinct theoretical frameworks while
also exploring the ways in which perceived vulnerability
represented a compromise formation unique to each
individual. From a classical psychoanalytic perspective,
the fear of illness was conceptualized as a compromise
between gratifying, defensive, and self -punitive aspects of
mental functioning. From a Kleinian perspective, as
discussed above, the perception of risk was conceptualized
as a person's own projected hostile impulses attacking the
ego. Lastly, using Fairbairn's theory of psychopathology,
the risk for illness was conceptualized as representing
internalized aspects of the depressed mother. The
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conclusions drawn from these three cases were speculative.
The interpretations had to extend beyond the clinical
material collected through the use of interviews and test
batteries in an effort to provide illustrations of how a
fear of illness fits with psychoanalytic theory and
particularly with an object relations framework.
A major tenet of object relations theory is that the
child's relationship with the mother is an important
determinant of that child's subsequent mental health.
Following this tenet, it was hypothesized that offspring of
depressed mothers would manifest greater psychological
symptoms than those who had a depressed father. Offspring
of depressed mothers were nearly two times more likely to
report having been severely affected by their parents'
depression than those of depressed fathers. However, a
MANOVA showed no significant differences in symptomatology
or perception of risk for depression between offspring of
depressed fathers and those of depressed mothers. Findings
from the MANOVA apparently contradict previous research
(Westen, Ludolph, Block, et al . 1990) that reported that
maternal psychiatric illness predicted pathology in most or
all dimensions of object relations among offspring, while
the relationship with the father was less predictive. The
failure to find significant differences may have had much to
with the fact that the group of depressed fathers contained
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a large number of depressed mothers. When fathers were
depressed, mothers were also more likely to be reported as
depressed. In 73% of the cases where both parents were
initially identified as depressed, the father was identified
as the more depressed of the two parents. Thus, the group
of depressed fathers was more mixed than was the group of
depressed mothers. A second important reason why offspring
of depressed fathers did not differ significantly from those
of depressed mothers had to do with differences in severity
of depression between the two groups. In this study,
fathers tended to suffer from more severe depressions than
mothers. Participants reported that fathers were more
likely than mothers to have received inpatient treatment.
Lee and Gotlib (1989) have found that the severity of the
parent's impairment, whether it be physical or
psychological, is the best predictor of adjustment among
offspring. One can speculate that an important reason why
both parents were more likely to be depressed when father
was depressed also had to do with the stronger severity of
depression among fathers as compared to mothers. Halgin and
Lovejoy (1991) have reported on the challenges that the
partner of a depressed person faces in caring for the
person. Often the partner of the depressed person ends up
suffering from depression him or herself. In summary, the
fact that both parents were more likely to be affected by
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depression when father was depressed, coupled with the fact
that fathers were more likely to be severely impaired by
depression, may best explain the non-significant differences
between offspring of depressed mothers and those of
depressed fathers.
The finding that women were more likely than men to be
depressed when a spouse was depressed is a significant one
that bears some discussion. This finding intimates at the
ways in which women are more attuned and responsive to the
affect tone of the relationship with their spouses. A
number of researchers (Gilligan, 1982; Jordan, Kaplan,
Miller, Stiver, & Surrey, 1991) believe that women
experience a sense of self that is interconnected rather
than delineated by discrete boundaries. According to these
researchers, women are more likely than men to define
themselves in the context of their relationships to family
and friends. Men, on the other hand, may define a sense of
identity that is more connected to their work and
activities. 3 A positive aspect of the permeable boundary
that women develop in relationships is that it allows for
deeper experiences of interconnection. However, women's
orientation toward care and connection has also been
3 In Vaillant ' s (1977) study of the male adult life cycle,
he told his participants that "the hardest question" he would ask
was "Can you describe your wife?"
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described as a risk factor for depression when interpersonal
relationships are unsatisfying (Kaplan, 1991; McGrath,
Keita, Strickland, & Russo, 1990) . Thus, in situations
where the spouse is depressed, such as those reported in
this study, women are more likely than men to experience
depression as well.
In this study, it would have been useful to ask
participants to identify which parent became depressed
first. Instead, participants were simply asked to report
the parent's age when he or she first became depressed.
Participants indicated that, overall, both parents were more
likely to experience depression later in life, and that
fathers were more likely to be older than mothers when they
first experienced depression. The fact that, according to
participants, both fathers and mothers experienced
depression later in life may simply be an artifact of the
offspring having no recollection of a parent's depression
when the offspring was very young. However, if indeed
parents were depressed later in life, the depression may
correspond to changes in the life cycle. Some changes, such
as menopause, empty nest syndrome, hormonal changes, life-
phase changes, may prove to be difficult transitions and in
some cases represent developmental crises . The higher
incidence of severe depression among men in later stages of
life may signal some of the difficulties that men face
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during these stages. Many of these changes, for instance,
are accompanied by changes in the body. Women, by virtue of
having endured more bodily changes than men (e.g.,
menstruation, pregnancy, menopause)
,
may be better equipped
to deal with these metamorphoses
. The exploration of these
issues went beyond the scope of this study, but the findings
in this area invite further attention and exploration.
Further research can continue to explore if and how life-
cycle changes affect men more adversely than women and how
these changes impact their offspring.
Two other hypotheses yielded non-significant findings.
One hypothesis had to do with the ways in which a parent's
depression affected the quality of the offspring's object
relations as measured by the SCORS. In this study,
offspring of depressed parents did not manifest more
impaired quality of object relations than offspring of non-
depressed parents. There are several possible
methodological reasons for why no significant results were
found. The most important of these was that the data was
collected on a small sample of participants. A larger
sample may be necessary to discern significant differences.
Furthermore, the sample, by virtue of being drawn from a
non-clinical population, manifested a restricted range in
the scores of object relations. That is, there were very
few responses at the lower extreme of the possible range of
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scores, with most scores gathered around the mean. It was
also hypothesized that offspring of depressed mothers would
manifest the most impaired quality of object relations.
Findings from this study did not support this hypothesis.
As mentioned above, this may have to do with the fact that
the group of offspring of depressed fathers also had a large
number of depressed mothers, and consequently, it was
impossible to make more distinct comparisons.
In this study, no hypotheses were postulated regarding
gender differences among participants. However, upon
examination some variations between groups by gender were
observed. Some of these differences were discussed in the
results section. The most significant of these was that
males in this study were more limited in their investment in
people and relationships than females. According to their
scores on the emotional investment scale of the SCORS, males
were more likely than females to recognize conflicting
interests in relationships but to view gratification as a
primary aim. This finding must be interpreted cautiously
because it was derived from such a small sample of males.
Nonetheless, the finding is congruent with other research
that suggests that males are less likely than females to
define themselves in connection with others (Gilligan, 1982;
Jordan, Kaplan, Miller, Stiver, and Surrey, 1991) . Males
in
this study, by comparison to females, tended to score
closer
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to a Level 2 response than to a Level 3 on the category of
emotional investment. One of the features of a Level 2
response on the SCORS is that the person has "moral
standards [that are] primitive and un-integrated or followed
to avoid punishment" (Westen, 1985b) . This finding is also
compatible with TAT research conducted by Pollack and
Gilligan (1982) who found that men were more likely to
follow rules more rigidly, even at the expense of
relationships, while women were more likely to change rules
in order to preserve relationships. In this study, males
were also significantly more likely than females to provide
pathological responses (Level 1 responses) in the quality of
their affect tone. That is, males were more likely than
females to imbue their stories with malevolent
representation, gratuitous violence or gross negligence by
significant others. This finding is also comparable with
Pollack and Gilligan ' s (1982) research using TAT stories in
which they found that men were more likely than women to
project violence into their stories. Pollack and Gilligan
(1982) explained that men were more likely to project
violence into situations that depicted interpersonal
relationships than into situations depicting individual
enterprises. Thus suggesting that interpersonal
relationships were deemed unsafe and aroused more fear than
solitary activities. In the present study, only two of the
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eight cards depicted a single character, while the other 6
cards depicted two or more people. It went beyond the scope
of the present study to explore under which conditions males
projected more violence into their stories than females.
However, the findings from this study suggest that this is
an important area for continued research. Lastly, because
of the small sample size, no attempts were made to divide
males and females into subgroups of offspring of depressed
and non-depressed parents and compare quality of object
relations
.
Findings from this study parallel some of the findings
from Janof f -Bulman ' s research on traumatization. Using the
World Assumptive Scale, Janof f -Bulman has found that victims
of trauma see the world as less benevolent, less meaningful,
and perceive themselves more negatively than non-victims
(1992) . Analogously, offspring of depressed parents expect
malevolence from relationships and have difficulty investing
in others. According to Janof f -Bulman, the positive
assumptions that most people share of the world and of
themselves originate in early caretaking experiences between
the child and a "good-enough" care-taker. In the case of a
child with a depressed parent, these core assumptions may
have not been organized. In the present study, it was not
possible to conduct an intended comparison between offspring
of parents who experienced depression when the child was
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younger than 5
-years old (pre-oedipal) with those whose
parents experienced depression when the child was older than
five (oedipal)
. This distinction would have elucidated the
extent to which the offspring of depressed parents
experienced a shattering of core assumptions or simply never
developed these assumptions.
Regarding treatment implications, the treatment of
offspring of depressed parents may share some of the same
features of the treatment of trauma victims. This may be
so, despite the fact that the two groups manifest different
features with different etiologies. For trauma victims,
"recovery" involves re-establishing an "integrated,
comfortable assumptive world that incorporates their
traumatic experience" ( Janof f -Bulman, 1992, p.171). The
emphasis is on integration of the experience. The offspring
of depressed parents may be conceived of as having
experienced a deficit (i.e., nothing happening) rather than
a trauma. However, in a similar vein, the therapeutic work
lies in reconstructing the experience of nothing happening
where something might have, and integrating this into the
person's present time. This process of integration ushers
in the depressive position and thus the anxiety of something
happening in the future is displaced by the sadness of what
has already transpired. After this reappraisal has
occurred, the person may be ready to accept previously
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disavowed aspects of herself, including rage, and live more
fully. Perhaps, as Janof f
-Bulman concludes, live "somewhat
sadder, but considerably wiser" ( 1992
, p. 175)
Before closing, it is important to summarize some of
the limitations of this study. For one thing, the study was
exploratory and used a small, non-clinical
,
sample to test
premises drawn from object relations theory. The type of
sample and its size may have contributed to a limited range
of responses on the SCORS. Furthermore, the size of the
sample made it more difficult to show significant
differences when the groups were divided into subgroups.
A larger sample may be necessary to discern possible
differences between groups. A larger sample, for instance,
would have allowed for an exploration of why some offspring
of depressed parents developed a fear of becoming depressed
and others did not
.
This research used a cross-sectional rather than a
longitudinal design. Thus, information about the parent's
depression was provided retrospectively. Furthermore, the
information about the parent's depression was provided by
the participants and not by the parents themselves.
Information obtained from the participants can be suspect
because the same psychological structures that influenced
the TAT responses influenced the participant's recollection
of a parent's disorder. Thus, participants who had an
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impaired quality of object relations may have been more
likely to recall a parent as depressed or as more severely
affected by depression, than those who did not experience
such impairments. Studies using a longitudinal design may
be more appropriate for this type of research than those
using a cross-sectional one. Often, however, it is
difficult and expensive to conduct longitudinal studies, and
a cross-sectional study may be the only option available,
in this case, the limitations of a cross-sectional study can
be curtailed by collecting information about the parents
from multiple informants, including the parents themselves,
and by drawing the sample of parents from clinical as well
as non-clinical populations.
Another drawback of this study was that it was
impossible to make meaningful comparisons between males and
females due to the small number of male participants. These
gender differences are important. A man who had a depressed
father will present different deficits in the quality of his
object relations than one who had a depressed mother.
Moreover, some researchers (Gilligan, 1982; Gilligan, Lyons,
& Hanmer, 1990) claim that women develop stronger
attachments to their mothers in infancy and childhood than
do men. These differences in attachment are likely to
manifest themselves differently in the quality of object
relations of men and women.
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Despite these limitations, the present study represents
an important step in the empirical investigation of a
significant psychoanalytic construct. Many clinicians would
intuitively lend a third ear to a patient 1 s complaint of
feeling at risk for a parent's disorder. This fear may have
been what ostensibly brought the person to treatment or may
surface at a critical juncture in therapy. Either way, it
signals a moment full of potential. As Erikson (1964) has
demonstrated, moments of crises, of heightened
vulnerability, create dangerous opportunity for growth, a
"turning point for better or worse" (p.139) . The findings
from this study confirm the importance of listening to the
ways in which a fear of illness represents an important
aspect of a person's object relations. This type of
confirmation has become critical in today's climate. After
a period of unprecedented popularity, psychoanalytic
theories have become the target of increasingly hostile
criticism. If psychoanalysis is to continue to expand it
will be important for it to provide empirical support for
many of its claims. This study represents one step in
providing such support
.
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APPENDIX A
INFORMED CONSENT FORM
You are invited to participate in a study to determine how
certain disorders may have affected a family member, how you
perceive these disorders, and how this perception has
affected you. I will measure these three variables through
the use of several questionnaires and a 50 -minute interview.
The results of this study will be used as a Doctoral thesis
in Clinical psychology. If you agree to participate, the
experiment will require attendance to one session lasting
approximately 3 hours. This session will be conducted on
the University of Massachusetts campus, in Tobin Hall and
will involve the completion of questionnaires and the
Thematic Apperception Test, as well as a 50 -minute
interview
.
You may experience some discomfort during the experiment due
to the recall of events associated with early childhood, and
family experiences. However, you are free to withdraw from
the research at any time. Such withdrawal will not affect
your credit acquisition for having participated thus far.
Also, if you feel you are experiencing any continued
discomfort after the session, an appropriate psychological
referral will be provided.
Although the experiment is not intended to benefit you,
participation may help you understand feelings around being
at risk for a disorder.
All information obtained in this study will be kept strictly
confidential and will only be available to the
investigators. Your name will not be used in any
communications which result from the study. If you have any
questions at any time concerning this procedure or the aims
of this research please ask me, Christopher Christian,
telephone 545-0041. Also, if you have any questions at any
time concerning your rights as a research subject, please
contact the Chairperson of the Human Studies Subcommittee of
the University of Massachusetts.
I, the undersigned, have understood the above explanation
and consent to my voluntary participation in Christopher
Christian's research project.
Date Participant (print) (Signature)
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APPENDIX B
TAT STORY FORM
Participant No.
Instructions
:
Make up as dramatic a story as you can for each picture.
Tell what led up to the event, describe what is happening at
the moment, what the characters are feeling and thinking,-
and then give the outcome. Write your thoughts as they come
to your mind. You have five minutes for each picture.
1) what led up to it, 2) what is happening, 3) what the
characters are feeling and thinking, 4) outcome.
CARD 1
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APPENDIX C
WRITTEN FEEDBACK FORM
The purpose of the study is twofold. First I wish to understand the
effects of feeling vulnerable to a parent's disorder and, second, I wish
to determine how the early relationship that existed with that parent
influences these feelings of vulnerability.
The rationale for this study is that early childhood experiences with a
significant caretaker who is ill can later influence the child's
feelings of being at risk for that caretaker's disorder. One mechanism
that may be accountable for this phenomena is internalization.
Internalization refers to a normal psychological process by which a
person comes to incorporate in his or her inner world salient
characteristics, mannerisms, and/or viewpoints of significant people
around him or her.
This study will examine early relationships between the subject and the
parent to determine if feeling at risk for a disorder is somehow related
to these early relationships. Furthermore, I will conpare the early
childhood relationships of Participants who score high on the perceived
vulnerability inventory with those who score low.
It is expected that Participants who score higher on the perceived
vulnerability inventory will manifest more trying early childhood
relationships with parents than participants who score low. It is also
expected that high degrees of perceived vulnerability will be associated
with little perception of control in the subject's life, low self-
esteem, anxiety, depression, and social introversion.
The results of the study will be made available to each subject who
expresses an interest in obtaining a copy of the results. These results
will be available no later than 9 months after the study has been
completed.
Thank you for your participation.
Christopher Christian, M.A.
Office: 620 Tobin Hall
Phone : 545-4200
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APPENDIX D
PERCEIVED VULNERABILITY INVENTORY
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PERCEIVED VULNERABILITY INVENTORY
Please answer the following questions honestly and accurately. There
are no right or wrong answers.
1* 00 y°u hsv® a parent that has been or is currently affected with
depression?
Yes No
2. If yes, which parent?
Mother Father Both
If both, indicate which parent you believe was most depressed.
Mother Father
4. Is this parent currently depressed?
Yes No
Please read each criteria for depression below and place a check-mark
(/) near the criterion that applies to the parent that you identified as
more depressed in question 3. Check-mark the criteria for the period
when that parent was depressed.
Depressed mood for most of the day, nearly every day as
indicated by self report or by other's observations.
Markedly diminished interest or pleasure in all or almost
all activities most of the day, nearly every day.
Significant weight loss or weight gain when not dieting, or
decreased or increased appetite nearly every day.
Sleep disturbance such as sleeping too much or sleeping too
little
.
Physical agitation or physical retardation that is
observable by others
.
Fatigue or loss of energy nearly every day.
Feelings of worthlessness or inappropriate guilt.
Diminished ability to concentrate or indecisiveness nearly
every day.
Recurrent thoughts of death, recurrent suicidal thoughts, or
a suicidal attempt.
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How old were you when the parent first experienced a
serious episode of depression?
Less than 3 years r3-5 years5-8 years9-10 years
11 - 12 years
13 - 16 years
16 - 18 years
19 or older
6 . Do you believe that you are at risk for developing
depression? Circle the number on the scale.
Never Almost never Sometimes Almost always Always
0 1 2 3 4
7. Using the scale below rate how significant the
following reasons are for why you believe that you are
likely to develop depression.
0. Not significant at all, 'no effect
1. Slightly significant but not very much
2. Significant
3 . Very significant
4. Remarkably significant
Because of my personality
Because I know it is genetically transmitted.
Because of the similarity in personality
between me and the family member affected by
the disorder.
Because I was most influenced by that family
member (through proximity or interactions.)
Because I know how frequently it occurs in the
general population
Because of stressors in my environment or
everyday life.
Other. Briefly explain on back of page.
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How well would you say your family member coped withdepression? For example, was he or she able to control
the disorder so that it did not become a central
impediment in his or her life? Check the appropriate
box.
Very well, no difficulties
[ ]
Minor difficulties
Some difficulties
Not well at all, serious difficulties .... [ ]
9. How old were you when you first noticed this disorder
in your family member?
Age:
10. How old was your family member when he or she first
detected the disorder?
Age:
11. What kind of help did this family member seek for the
disorder?
None [ ]
Inpatient treatment (e.g., in a hospital for several
days or weeks) [ ]
Outpatient treatment (e.g., individual
psychotherapy) [ ]
12.
How were you affected by this disorder in your family?
Not at all affected [ 1
Affected very little [ 1
Moderately affected [ 1
Markedly affected [ ]
Severely affected [ ]
13 . Give a brief explanation of how you were affected by
the disorder:
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14
. Answer the following questions by indicating the extentto which you agree with each item, using the followinq
response format: y
0 = strongly disagree
1 = disagree
2 = neutral
3 = agree
4 = strongly agree
14a I feel that I will develop the disorder.
1413 1 fear that in relationships my problems are
due to the influence of the disorder.
14c I think that I am different because of the
disorder
.
I4d I believe that the disorder is under my
control
.
14e The thought of having or developing the
disorder affects my lifetime plans (e.g.
engaging in long-term goals such as enrolling
in a graduate program)
.
14 f I am at equal risk for developing the disorder
as anyone else.
I4g I should learn more about the disorder.
_l4h I have little control over the development of
the disorder.
_14i I worry about the possibility of developing the
disorder
.
The Risk Score from the PVI was derived by summing the items
as follows:
Question #6
+ Questions # (I4a+l4c-l4d+l4e-l4f + I4i) .
Range= -8 to 20
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APPENDIX E
THEMATIC APPERCEPTION TEST DESCRIPTIONS
The following descriptions were taken from Murray's (1943)
Thematic Apperception Test Manual.
1. A young boy is contemplating a violin [that] rests on
a table in front of him.
4 . A woman clutching the shoulders of a man whose face
and body are averted as if he were trying to pull
away from her.
5. A middle-aged woman is standing on the threshold of a
half -opened door looking into a room.
6BM
. A short elderly woman stands with her back turned to
a tall young man. The latter is looking downward
with a perplexed expression.
6GF. A young woman sitting on the edge of a sofa looks
back over her shoulder at an older man with a pipe in
his mouth who seems to be addressing her.
7GF . An older woman is sitting on a sofa close beside a
girl, speaking or reading to her. The girl, who
holds a doll in her lap, is looking away.
8BM . An adolescent boy looks straight out of the picture.
The barrel of a rifle is visible at one side and in
the background is the dim scene of a surgical
operation, like a reverie - image
.
12F. The portrait of a young woman. A weird old woman
with a shawl over her head is grimacing in the
background.
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APPENDIX F
SYNOPSIS OF MEASURES OF OBJECT RELATIONS
gomplexity of representation of people
. This scale measuresthe extent to which the subject clearly differentiates theperspective of self and others; sees the self and others asavmg stable, enduring, multidimensional dispositions,- and
sees the self and others as psychological beings with
complex motives and subjective experiences.
Level 1. People are not clearly differentiated; confusion
of two points of view.
Level 2. Simple, unidimensional representations; focus on
actions; traits are global and univalent.
Level 3 . Minor elaboration of mental life or personality
dispositions
.
Level 4. Expanded appreciation of complexity of subjective
experience and personality dispositions; absence
of representations integrating life history,
complex subjectivity, and personality processes.
Level 5. Complex representations, indicating understanding
of interaction of enduring and momentary
psychological experience; understanding of
personality as system of processes interacting
with each other and the environment.
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—tone of relationship paradicrms
. This scale measures
the affective quality of representations of people and
relationships. It attempts to assess the extent to which
the person expects from the world, and particularly the
world of people, profound malevolence or overwhelming pain
or views social interactions as basically benign and
enriching
.
Level 1. Malevolent representation; gratuitous violence or
Level 2
.
gross negligence by significant others.
Representation of relationships as hostile, empty
or capricious but not profoundly malevolent;
profound loneliness or disappointment in
relationships
.
Level 3
.
Mixed representation with mildly negative tone.
Level 4 Mixed representations with neutral or balanced
tone
.
Level 5
.
Predominantly positive representations; benign
and enriching interactions.
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Capacity
—
for—emotional investment
. Scale measures the extent
to which others are treated as ends rather than means,
events are regarded in terms other than need gratification,
and moral standards are developed and considered.
Level l
.
Need gratifying orientation, profound self-
preoccupation
.
Level 2 Limited investment in people, relationships, and
moral standards; conflicting interests recognized
but gratification remains primary aim; moral
standards primitive and un-integrated or followed
to avoid punishment.
Level 3
.
Conventional investment in people and moral
standards; stereotypic compassion, mutuality or
helping orientation; guilt at moral
transgressions
.
Level 4
.
Mature, committed investment in relationships and
values, mutual empathy and concern; commitment to
abstract values.
Level 5
.
Autonomous selfhood in the context of committed
relationships; recognition of conventional nature
of moral rules in the context of carefully
considered standards or concern for concrete
people or relationships.
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Understanding of social causality
. This scale measures the
extent to which attributions about the causes of people's
actions, thoughts, and feelings are logical, accurate,
complex, and psychologically minded.
Level 1. Noncausal or grossly illogical depictions of
psychological and interpersonal events.
Level 2. Rudimentary understanding of social causality;
minor logic errors or unexplained transitions;
simple stimulus -response causality.
Level 3 . Complex, accurate situational causality and
rudimentary understanding of the role of thoughts
and feelings in mediating action.
Level 4. Expanded appreciation of the role of mental
processes in generating thoughts, feelings,
behaviors, and interpersonal interactions.
Level 5. Complex appreciation of the role of mental
processes in generating thoughts, feelings,
behaviors, and interpersonal interactions.
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